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Abstract
Lauren R. Woods, OTR/L, PhD. The University of Memphis. December, 2019. Need for Supports
to Facilitate Individual and Family Resilience After Traumatic Brain Injury. Major Professor: Dr.
Denise Winsor.
The numbers of individuals acquiring brain injuries in childhood is increasing. The deficits caused
by brain injury can often have long term implications that require support from caregivers, friends,
and the community. The purpose of this pragmatic multiple case study was to gain deeper
understanding of the lived experiences of individuals and their primary caregivers after traumatic
brain injury to improve functional outcomes such as quality of life and overall independence with
daily living skills. Data were collected via a document search of publications from reputable,
commonly accessed periodicals to gain understanding of conversations occurring in the popular
media regarding traumatic brain injury. In addition, interviews were conducted with individuals
who had sustained traumatic brain injury and their primary caregivers. Each of these pairings of
brain injury survivors and their caregivers was considered a unique, discrete case. Five cases are
included in this study. Each case was analyzed individually to identify themes and concepts that
fostered resilience as well as delayed recovery after brain injury. A cross-case analysis was also
conducted to gain insight into common themes and concepts across the five cases that attributed
to resilience and delayed recovery. Consistent with the literature, the main findings from this study
illustrate factors that are essential for resilience and recovery after traumatic brain injury include
education level and intellect prior to injury, supportive relationships, and characteristics related to
motivation. Primary unmet needs of individuals and caregivers after brain injury revealed gaps in
community resources and a lack of collaboration and support among medical professionals. This
knowledge of what fostered individual and family resilience can be used to inform professionals
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and support systems to identify interventions that can be implemented to increase resilience in
individuals and families.
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Chapter 1: Introduction
Personal and Theoretical Contexts
Often, when a person seeks to explore a topic for a research study, it is because the
individual has experience and interest in the subject area either personally or professionally
(Savin-Baden and Howell Major, 2013). In my case, I became interested in learning more about
how to help individuals and their families who have experienced traumatic brain injury when I
first began my work as an occupational therapist. For sixteen years, a significant part of my job
has been working with these individuals while also providing training and support to their
families.
Knowledge and Experience as an Occupational Therapist
Occupational therapists are in the unique position to provide a holistic approach to
recovery after brain injury. Occupational therapists are educated in the various aspects of the
human condition such as knowledge of anatomy, physiology, kinesiology, psychology, and
pathology. Occupational therapists are taught to work in a variety of environments in schools,
hospitals, homes, and in the community. Occupational therapists look at underlying impairments
that cause functional deficits to maximize function in natural contexts and environments. Some
impairments caused by traumatic brain injury include, but are not limited to, physical
impairments that impact fine and gross motor skills; cognitive impairments that impact executive
functioning, memory, emotion regulation, and problem solving skills; and visual-perceptual
deficits that impact depth perception and ability to perceive the environment accurately
(Anderson, Brown, Newitt, & Hoile, 2009; Haarbauer-Krupa, 2012). These impairments
manifest as difficulties performing basic life skills such as dressing, bathing, toileting, eating,
walking, driving, and ability to perform at work and school. As an occupational therapist, the
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researcher is trained to address the physical, cognitive, and visual-perceptual deficits that can
negatively affect quality of life for the individual and his or her caregivers.
Positionality. In addition to my formal education in school and during fieldwork, I was
also trained on the job to work with young people who have sustained traumatic brain injury
(TBI) when I worked at HealthSouth Rehabilitation Hospital as an occupational therapist. I
worked in inpatient and outpatient rehabilitation with young people who had sustained traumatic
brain injury. I have also provided home health services to individuals who have experienced
injury and illness. In addition, I completed the steps for certification from the American
Academy of Certified Brain Injury Specialists. Through my current position working with
children ages 3-22 who have special needs and are students at Shelby County Schools, I often
work with young children and adolescents who have experienced brain injury. Through my
work, I often see gaps in services and support systems for individuals and their families when
they begin the lifelong process of recovering from brain injury.
Pragmatism and the Theoretical Framework
The theoretical framework that best guided this research was pragmatism. Pragmatism is
the philosophical tradition that allows researchers to consider the practical consequences leading
to acceptance from a belief by situating meaning from the way our questions reconstruct the
relationship between our views of our experiences that serve to form our reality (James, 1907;
Peirce, 1878). Charles Sanders Peirce (1878), the first to propose the principles of pragmatism,
believed that statements must be clear and have practical significance to be meaningful. The
focus of pragmatic research is to gain understanding of individual’s lived experiences and the
problems people are facing in their environment. Pragmatists seek the practical value derived
from our accounts of our experiences (James, 1907). The goal of pragmatists is to find a
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practical solution to make people’s lives more rewarding by using our knowledge of the actual
meaning of our circumstances to determine the best course of action (Dewey, 1920).
For this research with brain injured patients, pragmatism was the most appropriate
philosophical tradition because the purpose of this study was to gain a deeper understanding of
individual and family experiences to apply the knowledge gained to the practice of medical and
community professionals working with the brain injury population. The results of this research
will be shared with the hope that this knowledge will inform practitioners who provide support
services and programs to implement practices that will improve functional outcomes of their
clients.
The research questions for this study involved gaining a deeper understanding of the
experiences of individuals and their caregivers after traumatic brain injury. This allowed the
researcher to “focus on what works and what doesn’t work” (Fishman, 2013, p. 410). For
example, if the results of this research illuminated support services that have had a positive
impact on the lives of individuals and their families after traumatic brain injury, knowledge can
be shared with the practitioners and developers of these supports to continue to grow those
programs. Gaps in services were found with this research. The hope is to pass that knowledge
on to practitioners in the medical field and in the community to work towards finding ways to fill
those gaps to meet the needs of those who have been affected by traumatic brain injury.
This research utilized classical pragmatism as the theoretical framework. Based on this
perspective, classical pragmatism proposes that actions are guided by thought and based upon the
practical consequences of our truth (James, 1907). When discussing the uses of classical
pragmatism today, Webb (2007) argues that the objective of pragmatism is to understand
situations in their natural context and relate them to practice. This study served to provide
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increased knowledge of strategies and interventions that can foster resilience to improve
functional outcomes such as better quality of life and overall independence with daily living
skills. The findings of this study will guide future research regarding effectiveness of current
programs and support systems for individuals and caregivers following traumatic brain injury. In
addition, there is a deeper understanding of individual and familial experiences post brain injury
as a way to inform occupational therapy practice, as well as that of other support service
providers and professionals who offer other various support services in the field.
Statement of the Problem
The prevalence of traumatic brain injury in childhood is increasing, and the cognitive,
neuropsychological, and behavioral issues that have an effect on a child’s ability to participate in
daily activities at home, school, and in the community can last for years after receiving initial
medical treatment (Haarbauer-Krupa, 2012). More information was needed for practitioners and
service providers to provide the support caregivers need to address the unique, often lifelong
needs of their loved one after traumatic brain injury.
Purpose of the Study
The purpose of this pragmatic, multiple-case research study was to gain knowledge of
effective strategies and interventions that can be implemented to increase resilience in
individuals and families after brain injury to improve functional outcomes, such as quality of life
and overall independence with daily living skills. Interviews were conducted with individuals
who have sustained a traumatic brain injury or multiple concussions and their primary caregivers
living within twenty miles of a metropolitan city in the Mid-south to gain a deeper understanding
of the lived experiences of individuals and their caregivers after traumatic brain injury.
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Research Questions
There were two primary research questions that guided this study.
1. What experiences help foster resilience for individuals after traumatic brain injury?
a. What were their needs after traumatic brain injury?
b. What factors have had the most positive impact on improving the daily life of
an individual after traumatic brain injury?
c. What contributed to individual’s resilience after traumatic brain injury?
2. What experiences help foster resilience for primary caregivers after traumatic brain
injury?
a. What were the needs of primary caregivers after traumatic brain injury?
b. What factors have had the most positive impact on improving the daily life of
primary caregivers after traumatic brain injury?
c. What contributed to primary caregivers’ resilience?

Significance of the Study
For the past few decades, traumatic brain injuries have been increasingly understood as a
public health concern both nationally and internationally. In 2014, the World Health
Organization and the Department of Defense urged professionals specializing in traumatic brain
injury to provide education and support to caregivers and community programs in an effort to
help individuals recover as many skills as possible after brain injury (Adams & Dahdah, 2016).
From a continued examination of the literature and from the researcher’s observations working
in the field as an occupational therapist, there are noticeable gaps in the research regarding what
factors impact the lives of children and their caregivers after traumatic brain injury. This lack of
understanding of lived experiences after traumatic brain injury causes limitations in the ability of
5

professionals working with these children to provide the support they so greatly need in order to
acquire the necessary skills to be independent adults. Since traumatic brain injury is the most
prevalent cause of disability acquired in childhood (Haarbauer-Krupa, 2012), there is tremendous
value in better understanding the lived experiences of children and their families after sustaining
traumatic brain injury (Cronin, 2014).
Chapter 2 contains a review of the literature that also indicates a gap in knowledge
regarding how to foster resilience in individuals and caregivers after traumatic brain injury.
Themes in the research indicate increased stress and post-traumatic stress reactions in children
and young adults (Ahmed & Paul, 2015; Godwin, Luchow, & Lichiello, 2015; Iorio, Nolan, &
Teague, 2017; Root et al., 2016). There is a need for improved family and community education
and support, as well as a need for more knowledge regarding clinical interventions to guide
professionals when rehabilitating individuals after traumatic brain injury (Haarbauer-Krupa,
2012). More information is needed to better understand what factors impact the lived
experiences of children and young adults after traumatic brain injury.
Resilience has been found to be an important predictor of the ability of individuals and
their families to cope with the cognitive, behavioral, and emotional changes after traumatic brain
injury (Adams & Dahdah, 2016). This resilience is important for the families and caregivers as
well as the young person who sustained the injury (Walsh, 2003). More information is needed to
increase knowledge of strategies and interventions that can be implemented to increase resilience
in individuals and families post- traumatic brain injury to improve functional outcomes, quality
of life, and overall independence with daily living skills.
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Road Map for this Dissertation
In Chapter 1 of this proposal, the researcher included a description of the personal and
theoretical contexts and frameworks that serve to guide this research. In addition, Chapter 1
includes a purpose statement, the research questions this research seeks to answer, and the
significance of this study. In Chapter 2 of this dissertation, the researcher will introduce
pragmatism, which is the theoretical framework that used to guide this research. There is a
discussion of the main tenets and characteristics of pragmatism, as well as the theorists who
made contributions relevant to this study. The researcher provides an explanation of the
theoretical frameworks and major players that shape and direct the frameworks related to
resilience. There is also a literature review to situate the research and provide an explanation of
the topic. The literature review will also illustrate gaps in the research that this study seeks to
address. In the conclusion of Chapter 2, the researcher will summarize pragmatism, a framework
for individual and family resilience, and the conclusions of a review of the literature. The
researcher will also explain how the chosen theory supports the purpose statement and research
questions. Lastly, the researcher will restate the significance of the research in terms of brain
injury, learning, and resilience.
Chapter 3 will include an introduction that reviews the purpose of the research and the
questions this study seeks to answer. There will also be a detailed description of the
methodology, methods for data collection, site selection, participants, timetable for completion
of the research, chosen analysis, and how the data will be represented. The explanation of the
chosen methodology will argue why this is the most appropriate methodology for this particular
research study, in addition to the history of the methodology, how the researcher’s theories
interact with the methodology, and how this methodology addresses the research questions. The

7

researcher will explain why the chosen methods for data collection are most appropriate for this
research in order to best answer the research questions. Chapter 3 will include a detailed
description of the plan for data analysis and interpretation, with references to the literature and
theoretical frameworks that guide the methods of analysis. To conclude Chapter 3, the
researcher will detail how the data is represented, with an explanation of why this is the best way
to display conclusions from the research.
Chapter 4 will first include a description of the results of the content analysis of
documents. Then, there will be a detailed discussion of each case individually regarding themes
and concepts that emerged through analysis of the interview transcriptions. After each case is
described individually, there will be a detailed discussion of themes and concepts that were
identified across cases. The descriptions of the cases will also include a discussion of how the
underlying theories helped make sense of the data, as well as how the data connects to the
relevant literature.
Chapter 5 functions as the conclusion of this research study. Chapters 5 connects the
theory and literature behind this research to the data collected and the findings. Chapter 5 will
review the purpose and significance on this study, as well as provide an explanation of why it is
relevant to current events and trends in the community. Limitations of this study and future
research recommendations will also be discussed.
Chapter 2: Theory and Literature
Introduction
In Chapter 2, the researcher will illustrate why the theoretical framework of pragmatism is an
appropriate choice for this study. The researcher will connect the founders of pragmatism with
the roots of occupational therapy, as key players from both fields interacted and influenced each
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other. The researcher will also include a literature review to situate the research and provide an
explanation of the topics of traumatic brain injury, learning after brain injury, and resilience.
The literature review will also illustrate gaps in the research that this study seeks to address. In
the conclusion of Chapter 2, the researcher will summarize pragmatism and the conclusions of
review of the literature. The researcher will also explain how the chosen theory supports the
purpose statement and research questions. Lastly, the significance of the research is restated in
terms of brain injury, learning, and resilience.
Classical Pragmatism
The theory that best guided this research was pragmatism. The four classical pragmatists are
Charles Peirce, William James, John Dewey, and George Herbert Mead (Scheffler, 1974).
Charles Peirce, the man credited with being the founder of pragmatism in 1878, was a logician
and mathematician who based his philosophy on his study of language and science. Peirce
(1878) viewed pragmatism as a philosophy based on meanings derived from observations that
are applicable in real world situations. Peirce (1878) believed that actions are guided by beliefs
based on expectations from experiences. He proposed that the purpose of research is explore the
practical consequences of hypotheses and philosophical questions. William James (1907) was a
psychologist who expanded on the theories of Peirce, arguing that volitions, intention, and
identity are essential to an individual’s experience and how he or she interprets and interacts with
the world. James believed our truth is based in our reality, with our body as the center of our self.
James utilized physiology and scientific method to solidify psychology as a science. He sought
to provide answers to questions such as how truth will be realized and what is the truth’s value in
experiential terms. John Dewey, who was influenced by Darwin’s theory of evolution, built off
of James’ work by defining the pragmatic method of inquiry as an ongoing, evolving, social
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process. Dewey’s (1938) pragmatism, which he called instrumentalism, was concerned with
how our thoughts dictate our futures just as recognized problems lead to inquiry. Dewey
proposed a concept called transactional realism that argues researchers are integral to the realities
they explore (Thayer, 1970). Dewey regarded intelligent reflection and action as more important
than belief. He believed constructions of meaning are results of our actions and experiences
(Dewey, 1963). According to Thayer (1970), Dewey and Peirce both view inquiry as “a process
by which open and doubtful situations become ordered and settled” and knowledge is
“essentially an act of valuation” (p. 258). George Herbert Mead, another one of the men credited
with founding pragmatism, met William James while he was studying philosophy, psychology,
and foreign languages at Harvard. He was closely influenced by James because he lived in
James’ home and tutored his children. Despite his proximity to James and his direction, Mead
had become disenchanted with the overall philosophical approach at Harvard. After earning his
MA in philosophy, Mead moved to the University of Berlin in Germany to work on his PhD,
where the approach was more grounded in realism. In 1894, Mead moved to Chicago to further
his work with Dewey, where they collaborated closely.
Classical pragmatism was a response to changes in science and technology with new ideas
such as Charles Darwin’s theories (Webb, 2007). In addition to arguments regarding scientific
methods, there were also conversations and discourse stemming from the events during the
aftermath of the American Civil War. This was a time when there were many philosophical
disagreements that questioned ideals and beliefs (Webb, 2007). Pragmatism was an attempt to
promote idealism and empiricism in science that changed views of knowledge and truth (Thayer,
1970). Pragmatists believe that our understanding of reality come from our experiences. Early
pragmatists believed Darwin’s view of man affirmed “the experimental and purposive nature of
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thought” as being connected to rational cognition and purpose (Thayer, 1970). A common
thread that runs through the writings of the early pragmatists was the notion of how truth
functions and the purpose it serves, as well as how meaning is derived.
Main Tenets of Pragmatism
The primary tenets of pragmatism that are relevant to this research study involve the
concepts of practical applications of research, truth, and how our reality is shaped by our
experiences. The classical pragmatists who originally wrote about their philosophies argued for
how they believed meaning should be derived, as well as how truth should be obtained from
research. Peirce argued that one must consider the practical consequences of a concept when
attempting to grasp its meaning (Peirce, 1920, as cited in Thayer, 1970). When James (1948)
described the pragmatic method, he defined it as “primarily a method of settling metaphysical
disputes that otherwise might be interminable” in an attempt to “try to interpret each notion by
tracing its respective practical consequences” (p. 142-143). Pragmatists believe our realities
influence our practice because there is a relationship between mind and matter. Pragmatists seek
to bring out the “practical cash-value” of each word to “set it at work within the stream of your
experience” (James, 1948, p. 145). James (1948) described pragmatists as clinging to concrete
facts, observing the truth in certain situations, and generalizing that truth to other circumstances.
Dewey (1938) proposed the idea that experience is the method for change, and inquiry requires
active participation. Dewey believed that knowledge of actual experience is the practical way to
discover the true nature of individual experiences as opposed to a purely theoretical concept that
may or may not be true. Mead (1934) believed truth is the same thing as the solution to a
problem.
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Pragmatism and Occupational Therapy
From the inception of occupational therapy, occupational therapy and pragmatism have
been interrelated. Occupational therapy was rooted in pragmatism, adopting many of its
theoretical frames of reference to guide philosophies that inform practices. Pragmatism and
occupational therapy both have key players who collaborated together in Chicago, IL in the early
1900s (Breines, 1987). Adolph Meyer was a psychiatrist who helped his patients develop daily
life skills and improve performance with occupations by using a combination of communitybased activities and services (Pizzi & Richards, 2017). Meyer worked at the University of
Chicago with George Herbert Mead and John Dewey, two founders of pragmatism (Thayer,
1970). Meyer believed that experiences in natural contexts are important to improve selfefficacy, proposing the belief that humans “maintains and balances himself [sic] in the world of
reality and actuality by being in active life and active use” (Pizzi & Richards, 2017, p. 1).
Adolph Meyer’s wife, Mary Potter Brooks Meyer, worked with the Chicago School of Civics
and Philanthropy with Eleanor Clark Slagle (Brienes, 1987). Eleanor Clark Slagle, one of the
pioneers of Occupational Therapy and founders of the American Occupational Therapy
Association, studied social work at the Chicago School of Civics and Philanthropy where she
learned how to use arts, crafts, and other occupations to work with individuals diagnosed with
mental illness (Bing, 1997). After graduating, Slagle became the director of the occupational
therapy department at the Johns Hopkins Hospital at the Phipps Psychiatric Clinic and worked
with Adolph Meyer as her supervisor (Bing, 1997). An early pragmatist who was also
instrumental in the beginning philosophies of occupational therapy was Jane Addams, a
colleague of James, Mead, and Dewey, as well as a social worker and winner of the 1931 Nobel
Peace Prize (Morrison, 2016). Addams (1912) was a social activist for the rights of women and
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minorities. She viewed pragmatism as essential for understanding what people value and are
striving toward when engaging in activism. Eleanor Clarke Slagle worked at Hull House with
Addams to teach occupational therapy training courses (Bing, 1997). Addams synthesized
fundamental concepts underlying contemporary occupational therapy that helped define it as a
social, critical, and community discipline (Morrison, 2016).
As an occupational therapist, pragmatism is a natural part of the researcher’s practice.
This research that will serve to inform the practice of occupational therapy and that of other
practitioners and supports for individuals and their families after traumatic brain injury. It is
fundamental to the field of occupational therapy to consider individual roles, habits, and
volitions while treating humans in a holistic manner. Meyer discussed tools of practice specific
to certain situations and activities of life, as well as stressed the idea that the patient’s skills and
interests and natural connections between work and play should be considered (Hooper & Wood,
2002). These beliefs are all integral to the field of occupational therapy even today. The
education and practice of occupational therapy centers around helping individuals find a balance
between work, play, and leisure. In school, occupational therapy students participate in
coursework such as gross anatomy, kinesiology, biology, and pathology, as well as classes
related to psychology, community mental health, social skills. Education in these various areas
allow occupational therapists to view each individual in their entirety, assessing and addressing
their cognitive and social skills, in addition to physical and sensory deficits that often occur after
injury. Occupational therapy practice centers around remediation of skills, adaptations, and
modifications in order to help individuals maintain and regain function after illness or injury.
Occupational therapists work with individuals in their natural context, using activities of daily
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living that are meaningful to the individual to help them meet their goals and maximize their
quality of life.
The practical, reality-based concepts that are integral to pragmatism are central to
occupational therapy. Occupational therapists use frames of reference based on theories to guide
their practice by using components of one or more theories to make them practical and useful
(Kramer & Hinojosa, 2010). Both the field of occupational therapy and pragmatists argue that
there are many internal and external influences that make a person who they are and that dictate
their responses to their environment, as well as understand that active participation in the
direction of our lives is essential for our development (Brienes, 1987; Kramer & Hinojosa,
2010). Kramer and Hinojosa (2010) state, “When an occupational therapist works with an
individual, the ultimate goal is to improve the person’s ability to function” (p. 9). Occupational
therapists and pragmatists also believe it is essential to view individuals holistically in their
natural environments to gain a true picture of their lived experiences, in addition to their ability
to adapt to their environment by watching them in their everyday lives as they navigate situations
and circumstances.
Both pragmatists and occupational therapists are interested in gaining understanding of
real-life circumstances in order to make a positive impact on the lives of others. An
understanding of what personal values and goals are important to each human is integral to both
the frameworks that guide pragmatism and occupational therapy. This in-depth, holistic
understanding of others is used to obtain practical results that will hopefully improve quality of
life in individuals.
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Summary
The focus of pragmatic research is to gain understanding of individual’s lived experiences
and problems people are facing in their environment. Pragmatists work to find a practical
solution to make their people’s lives more rewarding. The research questions involved gaining a
deeper understanding of the experiences of individuals and their caregivers after traumatic brain
injury. For this particular topic, pragmatism was the most appropriate philosophical tradition for
this research because the purpose of this study is to gain a deeper understanding of individual
and family experiences in order to apply the knowledge gained to practice. This allowed the
researcher to “focus on what works and what doesn’t work” (Fishman, 2013, p. 410). As this
research is grounded in the theoretical framework of pragmatism, this study serves to provide
increased knowledge of strategies and interventions that can be implemented to increase
resilience in individuals and families post-traumatic brain injury to improve functional outcomes,
quality of life, and overall independence with daily living skills. The findings of this study will
serve to guide future research regarding effectiveness of current programs and support systems
for individuals and caregivers following traumatic brain injury. In addition, the researcher
gained a deeper understanding of individual and familial experiences after brain injury in order
to inform the practice of occupational therapy, as well as that of colleagues who offer other
various support services in the field.
Occupational Therapy, Resiliency, and Zone of Proximal Development
In addition to classical pragmatism, the mid-level theoretical framework guiding this research
involves occupational therapy, resiliency, and the zone of proximal development (see Figure 1).
In her lecture on resilience and human adaptability, occupational therapist Susan Fine (1991)
argued, there is a “powerful interaction among a person's inner psychological life, his or her
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relationship to the surrounding world, and his or her emerging functional capacities” (p. 493). A
primary role of occupational therapists is to help individuals maximize independence with daily
life activities. Lyons (1984) argues for the importance of the occupational therapist determining
the child’s zone of proximal development during assessment and planning of effective treatment
strategies.
Vygotsky (1978) defines the zone of proximal development as “the distance between the
actual development level as determined by independent problem solving and the level of
potential development as determined through problem solving under guidance or in collaboration
with more capable peers” (p. 86). The zone of proximal development describes the learner’s
current level of development and the next level that is achievable through the use of supports and
adult or peer facilitation (Shabani, Khatib, & Ebadi, 2010). Internalization and ability to
problem solving independently indicate and individual’s successful progression through the zone
of proximal development (Eun, Knotek, & Heining-Boynton, 2008).
Occupational therapists use Vygotsky’s (1978) zone of proximal development to work with
children and individuals during the process of evaluating and discovering what supports are
needed to facilitate emerging cognitive capacities such as attention, perception, and problem
solving that are necessary to perform desired tasks (Lyons, 1984). Theories related to the zone
of proximal development help therapists determine prompts and supports needed to allow an
individual to perform a desired task successfully, but not to provide so much support that could
possibly stifle independence. This is accomplished by providing the just-right challenge, which
entails providing the needed supports and tools to help the individual perform a task as
individually as independently as possible. Resiliency is fostered as it builds a person’s ability to
accomplish tasks on their own with as minimal help as possible.
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According to Vygotsky (1978), there are two phases of development of cognitive capacities.
The initial phase of cognitive development is observable when the child is engaged in problem
solving with the assistance of an adult in the interpsychological plane. Internal developmental
processes are awakened and become operative when the child is interacting with others while
problem solving with adult assistance, paving the way for the child to enter the next phase of
development (Vygotsky, 1978). The ultimate goal of the second phase of development of an
individual’s cognitive capacities is the intrapsychological plane, when the child internalizes the
processes and is able to perform the task independently (Vygotsky, 1978; Lyons, 1984).
In the case of traumatic brain injury, an individual has often completed the phases of
cognitive development, but the injury causes cognitive deficits that require the person to relearn
processes that were previously internalized and integrated. This relationship can be dynamic.
The interpersonal relationship between the individual who has experienced traumatic brain injury
and his or her primary caregivers often changes after brain injury because the person goes from
being independent to requiring support from their caregiver again. The individual was a
traumatic brain injury goes from being independent to once again requiring the support of his or
her caregiver. There is also an intrapersonal component whereas the individual can question his
or her own judgment and self-esteem. In addition, the caregiver has an intrapersonal component
whereas she has a different role in the life of her child. There can be and her personal issues
such as a parent speaking for a child when the child may want to have his or her own voice.
Resilience involves giving support, but also teaching a person to be able to self-sustain. These
concepts are all related and importance for quality-of-life and independence and daily tasks.
This is true for both the primary caregiver and the individual who is experiencing TBI. In this
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research, the individual learner is the person with the traumatic brain injury, and the adult would
be the primary caregiver.

Occupational Therapy

Resiliency
Individual with TBI

Primary Caregiver

(Intrapsychological
Component)

(Intrapsychological
Component)

Interpsychological
Component

Zone of Proximal Development
Intra- and Inter- Psychological Components Dynamic After TBI
Figure 1: Occupational Therapy, Resiliency, and Zone of
Proximal Development Framework

Literature Review
Introduction to the Problem
The U.S. Department of Health and Human Services (2009) defines an acquired brain
injury, which can be classified as traumatic or non-traumatic, as brain damage that causes
18

disruption in neurological function. The Brain Injury Association of America qualifies a
traumatic brain injury as an insult to the brain that causes an altered state of consciousness.
Often, issues manifest as impairments in cognitive, behavioral, emotional, and physical
functioning. According to the Centers for Disease Control, traumatic brain injury has reached
epidemic proportions with 1.7 million people in the United States diagnosed each year (Godwin
et al., 2015). The Brain Injury Association of Queensland reported in 2010 that worldwide an
estimated one in five people will acquire a brain injury at some point in their lives (Godwin et
al., 2015). A large proportion of the individuals who experience brain injury are children. In
fact, traumatic brain injury is the most prevalent cause of disability acquired in childhood
(Cronin, 2014). In response to media reports and research regarding increased risk of youth
concussion while playing organized sports such as football, hockey, and soccer, in April 2013,
Tennessee became the 44th state to pass a sports concussion law designed to reduce youth sports
concussions and increase awareness of traumatic brain injury (“Tennessee Sports Concussion
Law,” 2013). Despite this increasing number of individuals suffering brain injury worldwide,
the long-term impact of traumatic brain injury during early childhood is still not understood
(Ryan et al., 2016).
Traumatic brain injury has been described as a family injury because of the toll on the
caregivers given the fact that effects of traumatic brain injury are lifelong (Godwin et al., 2015;
Lezak, 1986). It is essential to support the family and learning environment in order to promote
resilience in a child because “children cannot be considered in isolation from their family system
and school environment” (Jordan & Salorio, 2015, p. 18). The family environment plays a
substantial role in outcomes for children who have sustained a traumatic brain injury, with
magnified effects on cognitive, language, and academic skills (Haaarbauer-Krupa, 2012).
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Chronister and Chan (2006) found that coping with the effects from traumatic brain injury for the
individual and his or her primary caregiver had an impact on their health and well-being.
Not only is the prevalence of traumatic brain injury increasing, the cognitive,
neuropsychological, and behavioral issues that have an effect on a child’s ability to participate in
daily activities at home, school, and in the community can last for years after receiving initial
medical treatment (Bedell & Dumas, 2004, as cited in Haarbauer-Krupa, 2012). Therefore, there
is tremendous value in increasing knowledge regarding the lived experiences in children and
young adults after sustaining traumatic brain injury as they are trying to reinvent themselves and
find their new identities. Families and caregivers are the primary teachers of individuals who
have sustained traumatic brain injury. It is essential to have an understanding of the lived
experiences of people taking care of a loved one as well. Information that will guide caregivers
in supporting loved ones after brain injury is also critical when families are trying to foster skills
required to learn and develop independent living skills post brain injury while working through
their own grief processes while coming to terms with the realization that their child is possibly
never going to be the same again. Individuals who have experienced traumatic brain injury
benefit most from a “collaborative approach to care within a structured environment designed to
facilitate learning of new skills, development of healthy habits, and performance in healthy
occupational areas and skills” (Speicher, Walter, & Chard, 2014, p. 413). Increases in
performance of daily occupations and overall satisfaction with ability to engage in meaningful
activities decreases post-traumatic stress symptoms such as anxiety and depression (Speicher et
al., 2014). Despite the increased prevalence of traumatic brain injury, funding and hospital stays
have decreased, limiting access to services that provide education and support for individuals and
their families (Haarbauer-Krupa, 2012). Other barriers to treatment after traumatic brain injury
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can include misconceptions and stigma regarding symptoms and comorbidities that might not be
as obvious on the surface, such as cognitive and behavioral deficits that manifest years later or
are not able to be seen physically (Hernandez, Brenner, Walter, Bormann, & Johansson, 2016).
Cognitive services are the highest unmet healthcare needs after injury. Cognitive changes after
brain injury have the most profound impact on learning. Therefore, parents and the school
system have become the primary providers of rehabilitation in the years post injury in children
until age 22 (Haarbauer-Krupa, 2012). Community practitioners need to work with professionals
in the schools to assist with transition back to the school environment (Ahmed & Paul, 2015).
There are predominant themes found when reviewing current research pertaining to traumatic
brain injury. These themes include increased stress and post-traumatic stress reactions, the need
for family and community education and support, and the need for more knowledge regarding
clinical interventions to guide professionals when rehabilitating individuals to as close to
previous functioning as possible (Adams & Dahdah, 2016; Cronin, 2014; Godwin et al., 2015;
Ryan et al., 2016). This study sought to address gaps in the research previously mentioned that
will maximize the ability of community and medical resources to support caregivers and
individuals after traumatic brain injury.
Purpose and Outline of this Literature Review
The purpose of this literature review is to situate this study in the relevant, existing literature.
First, the researcher explains the impairments that often manifest after traumatic brain injury that
can impact function and quality of life. Next, there is a description of the factors that impact
recovery after traumatic brain injury, paying particular attention to 1) the age of injury, 2) the
parts of the brain affected and injury severity, 3) gender, 4) pre-injury cognitive status, 5) selfesteem, self-efficacy, and self-concept and motivation. There is also a discussion to explain why
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it is important to consider family factors such as family dynamics and functioning,
socioeconomic status, and parental warmth. Lastly, there is a discussion regarding how
individual and family resilience is essential to successful recovery for the survivor and primary
caregiver(s) after traumatic brain injury.
Impairments Caused by Brain Injury
Systematic reviews have identified multiple impairments in individuals after sustaining
traumatic brain injury including cognitive, emotional, behavioral, psychosocial, and physical
issues (Beauchamp & Anderson, 2013). Cognitive and neurological impairments following
traumatic brain injury include problems with the following: attention, memory, processing speed,
executive functioning and reasoning, language and expression, and visual-perceptual/visualmotor skills (Haarbauer-Krupa, 2012). Traumatic brain injury is characterized by long-term
stress, social isolation, and difficulty managing emotions (Godwin et al., 2015). Individuals who
have sustained TBI are more likely to suffer from depression and are quick to anger, with
difficulty controlling and moderating their aggressive behaviors (Ahmed & Paul, 2015; Iorio et
al., 2017; Root et al., 2016).
Post-traumatic stress disorder (PTSD) and traumatic brain injury are often co-occurring
conditions with symptoms that are often overlapping such as insomnia, low motivation, anger,
frustration, and problems with memory and concentration (Speicher, et al., 2014). Children who
sustain traumatic brain injury are at a high risk for developing adverse responses to stress and
post-traumatic stress symptoms (PTSS) that can influence psychosocial adjustment and cause
problems with cognition and health later on in life (Ewing-Cobbs et al., 2017). PTSS is often
undiagnosed because it is subclinical, meaning that symptoms are not easily observable. These
symptoms include negative changes in mood, intrusive thoughts, perceived life threat, elevated
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heart rate, psychological problems, avoidant coping styles, and parental distress (Ewing-Cobbs,
et al., 2017). PTSD and PTSS symptoms are attributed to changes in the amygdala and limbic
system following traumatic brain injury, which result in cognitive and emotional dysfunction, as
well as health issues throughout life, similar to the altered stress reactions that appear in children
with toxic stress syndrome who have been exposed to prolonged stress, abuse, or neglect (Reger
et al., 2012). Sleep disturbances are prevalent in individuals after sustaining traumatic brain
injury, and can result in anxiety, irritability, and decreased ability to cope with stress,
manifesting in symptoms commonly associated with post-traumatic stress disorder (Gilbert,
Kark, Gehrman, & Bogdanova, 2015). Often, persons with TBI display symptoms of emotional
lability, which is characterized by mood swings from laughing to crying to anger as a result of
post-traumatic stress, obsessive compulsive disorder, and/or panic disorder that can manifest
after injury (Ahmed & Paul, 2015). Caregivers and professionals working with these individuals
must be able to support and protect the individual as he or she is navigating difficulties
controlling emotions.
Factors that Impact Recovery after Brain Injury
No two brain injuries are alike, as all injuries occur under different circumstances, and
individuals all have varying characteristics that effect the trajectory of recovery and
manifestation of symptoms (Dennis et al., 2014). Brain injury can have a wide range of longterm outcomes that impact development and degeneration of skills. Functional academic
deficits, which are considered the most significant and most pervasive areas of difficulty after
pediatric brain injury, have been found to be influenced by injury variables such as gender,
socioeconomic status, the time since injury, severity of injury, and age at injury (Martin-Herz,
Zatzick, & McMahon, 2012; Prasad, Swank, & Ewing-Cobbs, 2017). The literature suggests
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that there are multiple psychological, personality, and psychosocial factors that impact recovery
and development after brain injury such as age, part of the brain damaged and severity of
damage, gender, family factors, genetics, premorbid education level and intelligence, motivation,
and number of previously sustained injuries. Many of these factors have a reciprocal
relationship on each other and work together to determine outcomes and quality of life. For
example, Taylor et al. (2002) proposes a “double hazard” effect when poor outcomes are
predicted by psychosocial disadvantage and severe injury.
Age of injury. Young people who have sustained a brain injury continue to undergo
developmental changes while also in the process of healing (Cantore, Norwood, & Patrick,
2012). Therefore, it is essential for practitioners working with children who have sustained a
brain injury should consider development long term when assessing and providing support
services (Ashton, 2010). Current research questions earlier findings that claimed brain plasticity
improves the outcomes for children who sustain brain injury at earlier ages. Cognitive
impairments that may not be apparent immediately after injury become more obvious as there is
a developmental lag between brain injured children and their typically developing peers (Gil,
2003). Children who acquire brain injury at earlier ages are at increased risk for impairments
with intelligence, academic ability, executive functions, and behavior than children who suffer
focal lesions later on in childhood (Anderson et al., 2009; Anderson et al., 2010). Brain injury
during childhood occurs while the brain is ongoing development of neural and behavioral
processes. These processes that facilitate changes in the brain also increase adverse outcomes
secondary to the vulnerability of the young and developing brain (Dennis et al., 2014).
Prognosis for children with brain injury is better than adults when pertaining to language
development, but not with behaviors and social skills. Research indicates brain injury in
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childhood is just as harmful as when it occurs later on, but the effects may manifest later because
younger brains are still developing (Boseck, McCormick, & Noggle, 2013). Outcomes for
children who sustained traumatic brain injury in infancy include mortality, seizure disorders,
endocrine problems, sensory and motor deficits, cognitive processing and language deficits,
decreased executive functioning, psychosocial difficulties, ADHD, behavior problems,
depression, and anxiety (Ashton, 2010; Karver et al., 2012). The cognitive, neuropsychological,
and behavioral issues that have an effect on a child’s ability to participate in daily activities at
home, school, and in the community can last for years after receiving initial medical treatment
(Haarbauer-Krupa, 2012). Timonan et al. (2002) found that adults who sustained a brain injury
in childhood are twice as likely to have mental health disorders.
Deficits in academic performance in children with brain injury have been reported in the
majority of academic areas (Prasad, Swank, & Ewing-Cobbs, 2017). Children’s brains are more
vulnerable to alterations in neural functioning than adults who have fully developed brains
(Tonks, Williams, Yates, & Slater, 2011). The younger the age of insult to the brain, the more
likely the child will have poor outcomes in areas such as attention, behavior, language, impulse
control, and cognition because early childhood is a critical time when the brain is developing and
skills are being acquired (Ryan et al., 2016). If a brain injury occurs during the critical periods
around ages 2 to 3, 7 to 8, age 12, age 15, and age 19, there is increased likelihood of negative
outcomes (Boseck, et al., 2013). Anderson et al. (2009) found that children who sustained a
brain injury prior to age two were more likely to have severe global cognitive deficits, while
children who suffered brain injury between ages seven to nine performed worse than children
who sustained injury from age three to six. Ewing-Cobbs, et al. (2006) found less recovery in
infants and preschoolers in IQ after moderate to severe brain injury than in older children.
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Crowe, Norwood, and Patrick (2012) found that children who sustained injury in middle school
who are considered to be in a critical period of brain development had poor outcomes as
evidenced by low IQ scores. In addition, recovery in adolescents is often longer than with
college-age individuals. Ashley and Hovda (2018) hypothesize that this is because the brain in
adolescents is still developing, and rates of neural development are different in various parts of
the brain. This suggests that there are ages and stages of development that have critical periods
that allow the brain to better compensate for damaging effects (Ashton, 2010). Conversely, there
are ages when the brain is more vulnerable than other ages in respect to impact on function.
Early brain injury can upset development of skills that rapidly evolve in young children,
resulting in increased problems later on in the person’s development (Byard, Fine, & Reed,
2011).
Increased performance expectations can also have an impact on outcomes in children after
brain injury. Often, children can appear to not have any negative effects from a brain injury
because there are no overt physical symptoms, but cognitive and behavioral issues manifest as
the child ages and as there are increased in social and academic demands (Boseck et al., 2013;
Taylor et al., 2002). Cognitive and behavioral deficits in young children often increase over time
several years post injury when the child enters elementary school or when expectations for
increased competence in executive functions and more complex reasoning skills becomes
developmentally relevant (Goldstrohm & Arffa, 2005; Haarbauer-Krupa, 2012; Karver et al.,
2012). Even after children recover enough to test in the normal range on measures of intellect
and language, issues with executive functions continue to persist on tasks that require memory,
attention, problem solving, ability to modulate responses, planning, and ability to produce oral
and written narratives (Raghupathi, 2017). Psychosocial issues also become more obvious with

26

age, resulting in problems with depression, anxiety, and disturbances with sleep. Brookshire,
Leving, Song, & Zhang, 2004). Raghupathi (2017) proposes the negative impact of brain injury
could manifest throughout life into adulthood because there is a disruption in normal brain
development that causes problems developing cognitive and social skills secondary to atrophy in
the brain over time.
Parts of the brain affected and injury severity. Not only does state of maturation in the
brain have an impact on functional outcomes after brain injury, the areas of the brain that are
damaged also has an effect (Ashton, 2010). Brain injuries can cause injury to axons, decreased
function and death of brain cells, as well as dysfunction in metabolic processes from increased
intracranial pressure and changes in cerebral blood flow (Ashley & Hovda, 2018). The damage
can be diffuse, causing damage to various widespread parts of the brain, or focal, limited to
specific areas of the brain. Focal damage is usually at the site of impact (coup) as well as the
opposite side of the head (contrecoup) (Ashton, 2010; Bosack et al., 2013). Focal lesions have
been found to cause issues with cognitive control, declarative memory, and impair executive
functions such as emotion regulation (Brookshire et al., 2004). Reilly, Losh, Bellugi, and
Wulfeck (2004) argue that the results of their research on children shows that those who suffer
early focal brain injury can often recruit other areas of the brain that have not been damaged to
acquire and develop language functions. This recruiting is called functional compensation
(Horwitz & Horwitz, 2013). Functional compensation entails rerouting connections in the brain
to alternate areas. The brain can also utilize residual structures to develop new ways to
accomplish tasks through structural compensation. This functional and structural compensation
could be an explanation for some of the earlier research that showed improvements in younger
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children who acquired brain injury. It is possible that the difference in recovery and long term
outcomes is whether the brain injury is focal or diffuse, and what part of the brain is damaged.
Frontal lobe injury can be associated with negative outcomes in regards to ability to manage
own behaviors, as well as deficits in skills required for planning and organization (Byard et al.,
2011; Horwitz & Horwitz, 2013). Damage to frontal and temporal brain regions has been
associated with impairments with social cognition, which gives the individual a sense of social
incompetence and loneliness (Taylor et al., 2002). Symptoms of temporal lobe impairments are
issues with perception, attention, arousal, language comprehension, memory, and ability to
regulate emotions (Horwitz & Horwitz, 2013). An area of the brain that can be negatively
impacted by contusions and shear forces that often occur with brain injury is the frontal temporolimbic circuit, which is thought to be the social brain network (Ryan et al., 2016). Damage to the
social brain network could disrupt the person’s ability to perceive emotions, as well as have
problems when navigating social dilemmas due to deficits with ability to process social
information. Hypopituitarism, which can cause deficiencies in growth hormones and
gonadotropins, often occurs after traumatic brain injury. Hypopituitarism is caused by damage
to the pituitary gland or stalk. Symptoms include fatigue, low libido, depression, decreased
memory, anxiety, and decreased attention to task, as well as decreased testosterone and growth
hormone levels (Ryan et al., 2016). Damage to frontal structures of the brain often causes
individuals after brain injury to have symptoms such as denial of their level of disability and
decreased awareness of their deficits, in addition to irritability, and apathy (Chervinsky et al.,
1998). Damage to the dorsal, medial, and superior dorsolateral areas of the frontal lobes, as well
as the ventromedial prefrontal region of the brain, is attributed to a loss of motivation after brain
injury (Barrash, Tranel, & Anderson, 2000; Oddy, Cattran, & Wood, 2008; Stuss, Gow, &
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Hetherington, 1992). Recovery from brain injury varies depending on which side of the brain
was damaged. Damage to the right hemisphere causes deficits in spatial-perceptual skills,
resulting in slower recovery of motor skills than if the damage was to the left hemisphere
(Horwitz & Horwitz, 2013).
Research suggests that the amount of brain damage, as opposed to the location of damage, is
a more accurate predictor of outcomes (Catroppa, Anderson, Ditchfield, & Coleman, 2008). The
severity of the injury has consistently been found to be a strong predictor of outcomes years after
injury because severe traumatic brain injury impacts multiple neural systems, disrupting
development processes across various domains (Byard et al., 2011). Deficits in executive
functions that cause problems with neuropsychological, behavioral, social, and academic
functioning are related to the severity of the traumatic brain injury, in addition to the individual’s
adaptive skills, three years after the injury (Brookshire et al., 2004; Byard et al., 2011; Taylor et
al., 2002). Severe brain injuries create global impairments that cause difficulty performing in
school, obtaining and keeping a job, decreased quality of life, and increased likelihood of mental
health issues (Anderson, et al., 2009). Moderate to severe traumatic brain injury has been
associated with poor long-term cognition caused by reductions in brain volume dysfunction and
neurotransmitter connectivity (Hershaw, Barry, & Ettenhofer, 2017). Despite the research
findings that severity is a predictor of recovery, the seriousness of mild traumatic brain injuries
should not be discounted. There can be impairments in neurobehavioral and neuropsychological
functioning even with mild brain injury (Byard et al., 2011). Sullivan, Kempe, Edmed, and
Bonanno (2016) argue that there is variation in outcomes after mild traumatic brain injury with
some individuals making a full recovery, while some having long lasting symptoms such as
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impairments in spatial orienting and executive attention. This could be due to reduced cortical
thickness attributed to mild traumatic brain injury (Hershaw, Barry, & Ettenhofer, 2017).
Gender. Males are 1.4 to 2 times more likely to sustain a traumatic brain injury than females
(Boseck et al., 2013; Eapen & Cifu, 2018). The Centers for Disease Control report that men are
more likely to die from traumatic brain injury. This difference has been attributed to higher
activity levels and increased likelihood to engage in risky behaviors (Eapen & Cifu, 2018).
Women have a better prognosis, possibly secondary to protective factors of progesterone because
it serves to reduce inflammation and swelling in the brain following injury. In addition, women
typically have injuries that are not as severe as men. With this being said, female athletes are
more likely to experience concussion when playing similar sports (Eapen & Cifu, 2018). This
difference is possibly due to smaller head-neck mass and girth, decreasing ability to absorb
forces. In addition, there is evidence that there is a difference in behavioral outcomes in males
versus females after traumatic brain injury (Ryan et al., 2016). This has been explained by sex
differences in the developing brain in regards to a neuroendocrine response that could result from
damage to the pituitary gland. Injury to the pituitary gland could influence the production of
hormones such as androgen and estrogen. In addition, research on sex differences in the
neuronal density has found that males are more vulnerable to injury early on than females. The
explanation for this difference is because males have less density of neurons early on in
development, but over time males produce more cortical neurons that protect them from damage
(Horwitz & Horwitz, 2013).
Pre-injury cognitive status. According to an American Academy of Neurology press
release in April 2014, individuals with more education were found to have greater “cognitive
reserve” and were better able to “maintain function in spite of damage” after moderate to severe
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traumatic brain injury (www.aan.com). Children and adults with higher intelligence prior to
injury exhibit less long-term cognitive deficits in recovery possibly because they possess more
resources to cope with the trauma induced by the brain injury (Holland & Schmidt, 2015;
Horwitz & Horwitz, 2013). Individuals with higher intelligence are thought to have more
multiple and redundant neural pathways which can improve ability to compensate for injured
parts of the brain. Children who demonstrate better problem solving and executive functioning
skills show better outcomes because they foster resiliency (Jordan & Salorio, 2015). Children
with behavioral problems prior to injury are likely to have problems with recovery after injury
(Byard et al., 2011). In addition, individuals with diagnoses such as ADHD are more likely to
sustain acquired brain injury to begin with, and will more than likely have even greater with
attention after injury (Ashton, 2010).
Decreased self-efficacy. After traumatic brain injury, individuals often have difficulties with
memory and emotional blunting, as well as impaired executive functioning and ability to
multitask that lead to low self-esteem and beliefs about their self-efficacy (Arnould, Rochat,
Dromer, Azouvi, & van der Linden, 2016; Arnould, Rochat, & van der Linden, 2018).
Bandura’s self-efficacy theory pertains to a person’s beliefs about success (Driver, 2006). Selfefficacy is self-confidence in regard to specific skills. Sources of self-efficacy are past
performance, vicarious experience, social persuasion, and physiological state. According to
Bandura’s self-efficacy theory, the consequences of efficacy judgements are behavior, cognition,
and affect. Self-efficacy is the “individual’s belief that he can complete a specific activity, based
on the skills he has and the situation in which he finds himself” (Bandura, 1986, as cited in
Driver, 2006). There are six contributors to an individual’s beliefs about his or her self-efficacy:
past performance accomplishments, vicarious experiences, verbal persuasion, physiological
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states, emotional states, and imagined experiences. A person’s past successful experiences,
observations of others successful performance of a task, motivational statements from significant
others, fatigue or arousal, frustration or anger, and imagined experiences of successful
performance of a task all contribute to expectations of future success. Goals and progress
recognized by the individual, as well as positive outcomes, are strong motivators that help foster
a sense of self-efficacy. A positive, stable self-concept and high sense of self-worth, in addition
to confidence that one can accomplish a task, are components of motivation that are positively
related to learning (Schunk, 2016).
Research data indicates that individuals who have suffered a brain injury have a perceived
external locus of control and a reduced sense of self-efficacy, as well as decreased memory and
attention. Brain-injured people also often have inaccurate views of their cognitive capabilities
that can negatively impact their performance on neuropsychological tests (Kit, Mateer, Tuoko, &
Spencer-Rodgers, 2014). Between 46% and 71% of individuals with traumatic brain injury
experience apathy secondary to issues with executive functioning (Lane-Brown & Tate, 2010).
Apathy impacts cognitive function, psychosocial outcomes, and participation and engagement in
rehabilitation, all of which negatively affect motivation and concern regarding goal-directed
behaviors (Worthington & Wood, 2018). Apathy often manifests as a diminished emotional
responsivity as well as a decreased desire to perform work-related tasks (Chervinsky, et al.,
1998). Apathy causes decreased learning and decreased functional outcomes because it is
characterized by decreased initiation, interest, and ability to experience and express emotions
such as happiness or excitement (Arnould et al., 2018; Lane-Brown & Tate, 2010). Apathy after
traumatic brain injury can negatively impact the rehabilitation process and decrease vocational
and social autonomy because of “diminished goal directed behavior, which has been defined as a
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set of related internal processes (motivational, emotional, cognitive, and motor) that are
translated, through action, into the attainment of a goal” (Schultz, 1999; Worthington & Wood,
2018). In other words, apathy causes an individual to be indifferent and less likely to put forth
effort required to attain goals.
Self-concept and motivation. Self-concept is how one perceives himself or herself based on
self-evaluation. There is a significant relationship between self-concept and academic
achievement motivation (Deci and Ryan, 2015). Self-concept, intrinsic motivation, task values,
and learning goals all are precursors to future academic achievement in addition to an
individual’s previous achievements and intelligence (Saki & Nadari, 2018). In order to develop
expert performance or competency in a task, individuals must not only have thorough knowledge
of the subject matter or activity to be learned, he or she must possess general problem solving
ability, have the ability to self-regulate, and have the motivation to give the effort that is required
to practice the skill until it is mastered (Ericsson & Charness, 1994; Schunk, 2016).
Motivation is an important factor in order for learning to occur because it is what drives a
person to persistently strive towards a goal. It drives individuals to select one action over
another and influences how much energy and persistence a person has when attempting a task
(Lin-Siegler, Ahn, Chen, Fang, & Luna-Lucero, 2016). If a person is motivated, he or she is
more likely to put in the effort it takes to attend to instruction and rehearse information as
opposed to giving up when learning becomes difficult (Schunk, 2016). When an individual
experiences repeated failure, he or she can experience a sense of learned helplessness, engaging
in the belief that he or she has little to no control over his or her future outcomes (Kit, et al.,
2014; Maier & Seligman, 1976). Learned helplessness is a psychological state that negatively
impacts motivation, cognitive processes, and emotions due to previously experienced
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uncontrollability in circumstances (Maeir & Seligman, 1976; Peterson, 2000). This learned
helplessness paired with low intrinsic motivation characteristic of individuals who have
cognitive and learning difficulties can cause frustration and increase the likelihood that they will
have lower expectations for success because they have the negative belief that their struggles are
due to a lack of ability (Schunk, 2016). Abulia, which consists of low motivation, poor treatment
compliance, low levels of initiation, and poor social interaction is also a common problem that
often results from a brain injury and can be detrimental to rehabilitation and outcomes related to
socialization and quality of life (Powell, Al-Adawi, Morgan, & Greenwood, 1996). This can
lead to an overall sense of hopelessness and loss of confidence that further aggravates necessary
components for motivation. Feelings of hopelessness and helplessness can lead to depression,
which has been found to cause deficits in a patient’s ability to learn because of the impact it has
on cognitive functioning and motivation (Boosman, Visser-Meily, Winkens, & van Heugten,
2013).
There is significant evidence that non-cognitive factors such as self-discipline, ability to
delay gratification, self-control, and motivation positively contribute to learning and overall life
outcomes (Blackwell, Trzesniewskil, & Dweck, 2007). These are all areas that can be impacted
by traumatic brain injury. Cognitive, physical, and emotional impairments after brain injury can
have a negative effect on learning because these impairments can cause a lack of motivation,
decreased awareness of deficits, and dysfunctions in coping that can hinder engagement in
therapy activities (Boosman et al., 2013). Motivational deficits following acquired brain injury
have been found to be prevalent and disabling (Oddy et al., 2008). Lack of motivation can be
detrimental to the rehabilitation process, as well as functional participation in daily living
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activities that include participating in social and leisure activities, in addition to returning to
independent living, work, and/or school environments (Oddy et al., 2008).
Damage to the dorsal, medial, and superior dorsolateral areas of the frontal lobes, as well as
the ventromedial prefrontal region of the brain, are also attributed to a loss of motivation after
brain injury (Barrash, et al., 2000; Oddy et al., 2008; Stuss et al., 1992). Frontal structures of the
brain often cause patients post-trauma to have symptoms such as denial of their level of
disability and decreased awareness of their deficits, irritability, and apathy, all characteristics that
are likely to negatively impact an individual’s motivation (Chervinsky et al., 1998). Cognitive
deficits and apathy are primary characteristics of patients who have experienced a traumatic
brain injury (Arnould, et al., 2018; Kit et al., 2014; Worthington & Wood, 2018). Often, the
rapid cognitive decline that occurs with acquired brain injury can cause emotional dysregulation
(Horwitz & Horwitz, 2013). Due to this emotional dysregulation, psychological disturbances
such as anxiety and depression are often prevalent in individuals who have sustained a brain
injury. Depressed mood negatively impacts motivation and can cause more deficits in daily
functioning than the actual brain injury (Ashley & Hovda, 2018).
Family factors. Family dynamics prior to injury, as well as access to resources in the
community have an impact on ability of families to cope after a loved one has sustained a brain
injury (Adams & Dahdah, 2016). Issues that are present before injury are often amplified when
coping with the day to day stress and grief of caring for a child or young adult who has gone
from being independent to requiring assistance with sometimes even the most basic of daily
living skills. “For children with TBI, the longevity and severity of symptoms may be influenced
by the post-injury family environment, particularly parental responsiveness, adjustment, and
resources,” with “low socioeconomic status, family stress, permissive parenting, and a lack of
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resources and social support” negatively impacting “social competence after TBI” (Potter et al.,
2011; Yeates et al., 2010, as cited in Ryan et al., 2016, p. 197).
Children who come from economically disadvantaged households are not only more likely
to sustain a traumatic brain injury in the first place, their injuries are also typically more severe,
and they are less likely to have adequate care after sustaining injury (Haarbauer-Krupa, 2012).
Children who have sustained traumatic brain injury are more likely to develop adjustment issues,
and parents have an influence on the child’s ability to adjust and cope with stress (Root et al.,
2016). “Family-based interventions that teach effective parental communication and parenting
strategies result in reduced behavioral problems” (Wade et al., 2011, as cited in Jordan &
Salorio, 2015, p. 19). In order to maximize the social adjustment that is crucial for independence
and quality of life, the primary objective of interventions for families and caregivers of children
with traumatic brain injury should be on developing a nurturing, supportive environment that is
warm and responsive (Root et al., 2016). Adams and Dahdah (2016) found that primary needs of
survivors and their caregivers after traumatic brain injury are patience, understanding, and
support. Family and community understanding of the personal, family, and social dynamics that
are unique to brain injury is the most reported need. This is especially important in cases where
the individual does not have physical disabilities post injury, so the deficits are invisible and
more likely to be attributed to the person’s personality or motivation as opposed to the brain
injury (Iorio et al., 2017).
Family factors such as socioeconomic status (SES) can impact recovery in various domains
such as social skills, cognition, perception of emotions, behavior, ability to adapt, and intellectual
abilities. Therefore, SES is a significant predictor of recovery following brain injury (Holland &
Schmidt, 2015). Families that experience less financial burdens when caring for a child post-

36

traumatic brain injury are less likely to have negative interactions with their child, which results
in better processing of emotions, less cognitive deficits, and fewer behavioral issues (Jordan &
Saborio, 2015). Children living in stressful situations may be more easily impacted by stress
after brain injury because they often have issues with their adaptive behavioral and physiological
systems (Dennis et al., 2014). Parents who have more financial resources are also better able to
provide sufficient nutrition and more opportunities for children to exercise through sports and
extracurricular activities. Nutrition and exercise in early childhood also have an influence on the
brain’s ability to recover function and repair after traumatic brain injury. This is thought to be
because exercise and nutrition increase growth and development of tissue in the hippocampus,
the part of the associated with improvements in learning and memory. In addition, exercise
along with adequate nutrition decreases neuronal apoptosis, which is the programmed cell death
essential for neuronal development (Holland & Schmidt, 2015).
Memory and adaptive functioning deficits have been found to be softened by above-average
family functioning (Byard et al., 2011). Taylor et al. (2002) conducted a longitudinal study on
behavior and achievement after traumatic brain injury and found that families who experiences
more stressful lives prior to their child’s injury perceived stressors after the injury as being more
significant. There is a bi-directional relationship between family functioning and a child’s injury
with decreased family adjustment as the deficits become more chronic, causing more strained
interactions between parent and child over time (Byard et al., 2011; Goldstrohm & Arffa, 2005).
A child’s ability to successfully rehabilitate skills is related to the family’s ability to adapt to the
stress and trauma related to traumatic brain injury (Ylvisaker, et al., 2005). Parenting that is
warm and responsive is more supportive of development (Dennis et al., 2014). Parents of
children who have sustained traumatic brain injury report increased stress levels, and those
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elevated levels of stress can have a negative impact on warmth and responsiveness. Lack of
parental warmth after injury can have a negative impact on the cognitive and social outcomes of
children and young adults following injury because children who experience warm, responsive
parenting have fewer behavioral issues, with less symptoms of ADHD, than children with less
exposure to parental warmth after injury (Jordan & Saborio, 2015; Root et al., 2016).
Resilience and Recovery
Resilience entails processes that facilitate and support adaptation when people are coping
with significant adversity (Walsh, 2003). Resilience has been found to be essential when
recovering from physical and psychological, as well as social, deficits that are common after
traumatic brain injury. Brain injury deficits often cause issues with psychosocial functioning that
decrease an individual’s quality of life and ability to utilize social support systems (Segev,
Levinger, & Hochman, 2018). This social isolation can cause issues with depression, aggressive
behaviors, and impulsivity that require family members to assist their loved one with basic life
skills to function in everyday life. Families often do not have to tools and resources to support
their family member due to the sudden nature of traumatic brain injury (Segev et al., 2018).
Life-long resilience is important for the families and caregivers as well as the young person who
sustained the injury in order to overcome the acute injury in addition to its long-term effects
(Boles, 2013). Ylvisaker et al. (2005) argues that best outcomes are achieved using a contextspecific approach that involves the collaboration of the child, family, and medical professionals.
Skills are more likely to be acquired when practice of them takes place within everyday settings
and activities that are applicable to the situation (Byard et al., 2011). Contextual factors can also
provide a form of protection against lasting stress reactions by facilitating coping mechanisms
following injury. An environment that includes friendships and a strong family support network
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can serve as protection against the maladaptive psychosocial consequences of brain injury in
young people (Ryan et al., 2013, 2016). In order to facilitate the ability of family and friends
when supporting their loved one, it is essential for practitioners to educate them on
developmental changes and implications in function and behavior (Reynolds & Horton, 2008).
The presence of resiliency has been found to be an important predictor of the ability of
individuals and their families to cope with the cognitive, behavioral, and emotional changes after
traumatic brain injury (Adams & Dahdah, 2016). The “resilient response to trauma” is defined
as “the human ability to adapt in the face of tragedy, trauma, adversity, hardship, and ongoing
significant life stressors” (Newman, 2005, p. 227, as cited in Godwin et al., 2015, p. 348).
Resilience “involves dynamic processes fostering adaptation within the context of significant
adversity” (Walsh, 2003, p.1). Resilience entails processes that facilitate and support adaptation
when people are coping with significant adversity (Walsh, 2003). Resilience has been found to
be essential when recovering from physical and psychological, as well as social deficits that are
common after traumatic brain injury. Brain injury deficits often cause issues with psychosocial
functioning that decrease an individual’s quality of life and ability to utilize social support
systems (Segev et al., 2018). This social isolation can cause issues with depression, aggressive
behaviors, and impulsivity that require family members to assist their loved one with basic life
skills to function in everyday life. Families often do not have to tools and resources to support
their family member due to the sudden nature of traumatic brain injury (Segev et al., 2018).
Life-long resilience is important for the families and caregivers as well as the young person who
sustained the injury in order to overcome the acute injury in addition to its long term effects
(Boles, 2013).
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Ylvisaker et al. (2005) argues that best outcomes are achieved using a context-specific
approach that involves the collaboration of the child, family, and medical professionals. Skills
are more likely to be acquired when practice of them takes place within everyday settings and
activities that are applicable to the situation (Byard et al., 2011). Contextual factors can also
provide a form of protection against lasting stress reactions by facilitating coping mechanisms
following injury. An environment that includes friendships and a strong family support network
can serve as protection against the maladaptive psychosocial consequences of brain injury in
young people (Ryan et al., 2016). In order to facilitate the ability of family and friends when
supporting their loved one, it is essential for practitioners to educate them on developmental
changes and implications in function and behavior (Reynolds & Horton, 2008).
When approaching the rehabilitation of individuals after brain injury, it is essential to
consider whether the factors are changeable or not. Knowledge of the impact of brain injury on
various ages and stages of development, as well as other factors such as part of the brain
damaged, and severity of the injury, can assist practitioners and support systems when working
toward facilitation of development to the next stage (Byard et al., 2011; Gil, 2003). As discussed
previously, individual differences such as genetics, socioeconomic status, family support,
nutrition, age, sex, and intelligence impact the trajectory of recovery with patients that are
considered unable to be modified and or changed through intervention (Holland & Schmidt,
2015; Dennis et al., 2014). Recommendations from neuropsychologists are often strategies to
compensate for static deficits, as well as psychiatric and behavioral interventions (Ashley &
Hovda, 2018). Factors that are considered dynamic that predict recovery include socioeconomic
status, family functioning/social support, nutrition, and exercise. An understanding of the
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differences between factors that can and cannot be changed enables practitioners and support
providers to better plan their treatment.
Conclusion
The results of the literature reviewed indicate a gap in knowledge regarding how to foster
resilience in individuals and caregivers after traumatic brain injury. Themes in the research
indicate increased stress and post-traumatic stress reactions in children and young adults. There
is a need for improved family and community education and support, as well as a need for more
knowledge regarding clinical interventions to guide professionals when rehabilitating individuals
after traumatic brain injury. More information is needed to better understand what factors
impact the lived experiences of children and young adults after traumatic brain injury.
Resilience has been found to be essential when recovering from physical and
psychological, as well as social deficits that are common after traumatic brain injury. This
resilience is important for the families and caregivers as well as the young person who sustained
the injury. More information is needed to increase knowledge of strategies and interventions that
can be implemented to increase resilience in individuals and families post- traumatic brain injury
to improve functional outcomes, quality of life, and overall independence with daily living skills.
Chapter 3: Methodology and Methods
Introduction
Purpose Statement
In this pragmatic, multiple-case research study, the researcher interviewed individuals
who had sustained a traumatic brain injury or multiple concussions and their primary caregivers
living in the Mid-South to gain a deeper understanding of the lived experiences of individuals
and their caregivers after traumatic brain injury. The purpose of this study was to gain
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knowledge of effective strategies and interventions that can be implemented to increase
resilience in individuals and families after brain injury to improve functional outcomes, such as
quality of life and overall independence with daily living skills.
Research Questions
There are two primary research questions that will guide this study.
1. What experiences help foster resilience for individuals after traumatic brain injury?
a. What were their needs after traumatic brain injury?
b. What factors have had the most positive impact on improving the daily life of
an individual after traumatic brain injury?
c. What contributed to individual’s resilience after traumatic brain injury?
2. What experiences help foster resilience for individuals after traumatic brain injury?
a. What were the needs of primary caregivers after traumatic brain injury?
b. What factors have had the most positive impact on improving the daily life of
primary caregivers after traumatic brain injury?
c. What contributed to primary caregivers’ resilience?

Chapter 2 provided evidence in the literature that details the impact of traumatic brain
injury on individuals and their primary caregivers in addition to the need for individual and
family resilience for recovery and maximum quality of life after injury. This chapter will include
an introduction that reviews the purpose of the research and the questions this study seeks to
answer. There will also be a detailed description of the methodology, methods for data
collection, site selection, participants, timetable for completion of the research, chosen analysis,
and how the data is represented. The explanation of the chosen methodology will argue why this
is the most appropriate methodology for this particular research study, in addition to the history
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of the methodology, how the theories interact with the methodology, and how this methodology
addresses my research questions. There is an explanation regarding why the chosen methods for
data collection are most appropriate for this research in order to best answer the research
questions. Chapter 3 will include a detailed description of my plan for data analysis and
interpretation, as well as references to the literature and theoretical frameworks that guide the
methods of analysis. To conclude Chapter 3, the researcher provides a detailed account of how
data is represented, with an explanation of why this is the best way to display conclusions from
the research.
Methodology
Case Study
Case studies are an effective methodology for gaining an understanding of the
experiences of participants because case studies entail a close collaboration between participants
and the researcher that is conducive to participants explaining their realities in intricate detail
through the telling of their stories (Baxter & Jack, 2008). Case studies use thick description of a
setting or group in conjunction with other qualitative techniques to provide a holistic portrayal.
In the past ten years, health care researchers are increasingly using qualitative case study as their
research approach (Anthony & Jack, 2009). Stake (2003) argues that a case study consists of
both the procedures that take place while inquiring about a topic, as well as the end product of
the inquiry. Case study methodology is “a bounded system (a case) or multiple bounded systems
(cases) studied over time, through detailed, in-depth data collection involving multiple sources of
information (e.g. observations, interviews, audio-visual material, and documents and reports)”
(Creswell, 2013, p. 97). A case is considered a ‘bounded system’ because there are features that
are consistent within the system, or case, while other characteristics are outside the case (Stake,
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2003). For example, each case in this study consists of the individual who has sustained the
brain injury and his or her primary caregiver(s), which could include parents and guardians,
siblings, grandparents, or even close friends who engage in the daily care of that individual.
Merriam and Tisdell (2016) propose that qualitative case studies encompass
characteristics of other qualitative research methodologies because case studies use inductive
strategies to search for meaning and understanding in context with an end product that is a thick,
detailed description. Qualitative case researchers “orient to complexities connecting ordinary
practice in natural habitats to the abstractions and concerns of diverse academic disciplines”
(Stake, 2003, p. 142).
Case Study Approach
There are three primary methodologists, Robert Yin, Sharan Merriam, and Robert Stake,
who have varying approaches to the practice of qualitative case study (Yazan, 2015). There are
similarities and differences between Yin’s, Merriam’s, and Stake’s versions of case study
methodologies, and there are tenets of each methodologist’s description of case study that are
applicable to my research study. Although there is some overlap, each approach to case study
has slightly different assumptions, purposes, and goals. For example, Yin’s (1994, 2014)
contributions worked towards proposing specific designs and methods that legitimized case
study as a rigorous research methodology. Stake (1995) wrote to explain the purpose of case
study to students. Merriam (1998) primarily focuses on general tenets of qualitative research.
Both Yin and Stake consider case study to be best studied within its context. Merriam and Stake
consider a case an integrated, bounded system that can include a person or a group (Yazan,
2015).
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Previously, the research conducted by Yin and Stake has been the primarily cited to
support of the methodology used for qualitative case study despite the fact that Yin (1994, 2014)
and Stake (1995, 2006) have different philosophical orientations (Boblin, Ireland, Kirkpatrick, &
Robertson, 2013). This use of two very different methodologists to guide research can decrease
the credibility of the work being conducted (Boblin et al., 2013). For this study, the researcher
chose to follow Stake (1995) because of his holistic, constructivist approach to case study. Stake
suggests that people construct meaning and understanding of their environment through
reflections of their experiences. Stake argues that research is based on researcher’s observations
in the field with the researcher empathetically experiencing the subject’s perspective. Just as
Boblin et al. (2013) discuss, when designing my study and faced with the question of which
framework to use, the researcher thought that “a focus on proving or disproving rival hypotheses
with a rigid conceptual framework, rather than uncovering previously unknown elements of the
phenomenon, might limit the richness of data collected” (p. 2). Therefore, the researcher decided
to follow Stake’s recommendations that begin with a flexible, relatively unstructured conceptual
framework versus Yin’s more rigid, formal framework. Stake’s framework will provide
guidance without imposing restrictions that could be limiting. This flexibility allowed the
researcher to make changes as she reflected on her findings throughout the process while she was
conducting her study.
In addition, as discussed later, Stake’s approach to case study aligns with pragmatism, the
chosen theoretical framework for this research. This congruency serves to align the theory with
the methodology and methods. In order to conduct rigorous qualitative research, it is essential
that there is alignment and congruency between the theory, methodology, and the methods
(Savin-Baden & Howell Major, 2013). Stake (1995) speaks of increasing the rigor of case study
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by reminding the researcher to keep in mind that everything a researcher does in the field from
recruiting subjects to triangulation of the data should relate back to the research questions (Stake,
1995). Triangulation by use of multiple data sources provides the researcher with information
from multiple perspectives (Baxter & Jack, 2008; Stake, 2003). Studies that use only one
method have the potential to be misinterpreted (Patton, 1999). Data was triangulated by utilizing
multiple sources of data including documents, interviews, and a researcher journal. This will be
explained further in the Methods section of this proposal.
Interaction of Pragmatism and Case Study
The appropriate methodology for this study is a pragmatic multiple-case study because
my purpose is to obtain first-hand, in-depth knowledge of the experiences of individuals and
their loved ones after traumatic brain injury (Stake, 2006). As discussed earlier, case study is an
appropriate methodology when an investigator has research questions that seek to explain or
provide an in-depth, thick description of some present circumstance, as well as focus on holistic
and real-world perspectives of small group behavior and processes (Stake, 2003; Stake &
Munson, 2008). Case study methodology is aligned with pragmatism as evidenced by claims
from Stake (1995) that case study allows researcher to recognize how “truth is relative and
dependent on one’s perspective” (Baxter & Jack, 2008, p. 544). Stake (1995) argues that
knowledge gained from experience with interactions is more likely to emerge from case studies.
Participatory methods of inquiry that characterize case study design are integral to the practical,
pluralistic objectives of pragmatic research (Bruce & Bloch, 2013). Primary uses of case study
are to “obtain the descriptions and interpretations of others” (Stake, 1995, p. 65). Stake (1995)
discusses identifying and recognizing multiple realities of participants that color their
interpretation of events, a viewpoint that is congruent with James’ beliefs that we all have our
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own reality. As James (1907) argues, pragmatists seek the practical value derived from our
accounts of our experiences. Stake’s (1995) case study is aligned with pragmatism in that he
believes qualitative case study researchers are interpreters as well as collectors of the
interpretations of their participants. This often require researchers to report their depiction of
reality and the meanings that they gather through their inquiry. Stake and Munson (2008) argue,
“Qualitative assessment is fundamentally personal, rooted in the comprehensive experience of
the person or persons evaluating…primarily experiential, rooted in the lives of others” because
data that is gathered relies on personal experience (p. 14). There are multiple realities depending
on the different perceptions of individuals based on their experiences.
Case study research is also appropriate for pragmatic research because it has more
“practical applicability than perhaps some of the much deeper philosophical approaches because
the research reflects real life” (Cronin, 2014, p. 20). The case study approach is valuable for
research related to the health sciences because pragmatic case studies are designed to create
research that is “both practitioner-friendly, and rigorous and systematic” (Baxter & Jack, 2008;
Fishman, 2013, p. 412;).
Specifically, multiple cases were used for this study. Multiple families consisting of
parent and child participated, and each family was treated as a separate case in an effort to gain a
deeper understanding of their unique lived experiences after brain injury. It was essential to treat
each case as its own entity because every relationship between parent and child is different and
every traumatic brain injury presents with different outcomes. Case study provides a detailed
snap shot of each individual case.
Stake (2006) presents the rationale for use of multiple cases as opposed to single cases
because this allow the researcher to do an analysis of the experiences of several different
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participants across cases. This practice is considered more vigorous and compelling because it
allows the researcher is to replicate the findings between each of the cases.
Methods
Stake (1995) outlines the process of case study as defining the case, forming research
questions, identifying participants, deciding on data sources, planning a time line, determining
possible expenses, and figuring out how to best represent the results of the data. Stake’s
description of the process of conducting a case study was used when completing this research. His
approach provides practical guidelines that will inform the process.
As cited earlier, one of the primary characteristics of case study research is the use of
multiple data sources to allow the researcher to explore a topic through various lenses (Baxter &
Jack, 2008). Savin-Baden and Major (2013) discuss concepts that have been used as guides for
qualitative researchers to ensure quality during the research process such as criticality, reflexivity,
honesties, integrity, and verisimilitude. Criteria for quality of the research product are credibility,
transferability, dependability, and confirmability (Savin-Baden & Major, 2013). Strategies that
were used to ensure quality during this study were methodological coherence, triangulation, and
providing participants the option to member check interview transcriptions.
Various types of information should be collected when conducting a case study such as
documents, archival records, and interviews. This serves to triangulate data collection to insure
the validity of the study by situating the topic being studied across methods used to gather
information while putting together each data source as a piece of the puzzle. Triangulation
procedures such as gathering of redundant data reduces the likelihood that there will be
misinterpretation (Stake, 2003). Studies that use only one method are more likely to have be
misinterpreted through issues such as leading interview questions or inaccurate responses than
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research that utilizes multiple methods in which different types of data provide credibility and
reliability checks across the various sources (Patton, 1999).
Pilot Study
In July 2018, the researcher conducted a pilot study that involved interviewing two cases,
each of which consisted of family units of primary caregivers and individuals with traumatic brain
injury. The purpose of the pilot case study was to inform research questions and probes for
interviews (Yin, 2014). This provided the researcher with the opportunity to use the semistructured interview guide to address any issues for future interviews. The questioning captured
information consistent with the research questions. The pilot study also demonstrated alignment
between the problem, purpose, and the research questions. Preliminary analysis of interviews was
conducted to identify if any adjustments needed to be made to the instrumentation. The cases from
the pilot study are included in this research study because the information gathered in the
interviews was so rich and useful, and warranted this study as a dissertation topic. Initial
impression from interviews and transcription is that experiences after traumatic brain injury
support the literature. In addition, the researcher felt ethically compelled to include the data from
the pilot study in the final research because both families interviewed in the pilot study expressed
their purpose for participation as being to tell their story in order to inform professionals and other
service providers to help others who have had similar experiences.
Data Collection
Stake (1995) details data collection for case study as consisting of interviewing
participants, debriefing informants, and journaling to keep up with activities that occur during
the study that may be important for analysis later. The researcher should seek to replicate or
triangulate data to legitimize observations. Three data sources were used in this research to
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inform each other. The methods of data collection for this case study are searching documents,
conducting semi-structured interviews, and keeping a researcher journal. The document search
and journaling were ongoing as the researcher was conducting interviews.
Documents. Documents reviewed for this research included articles accessed online
from major magazines and newspapers pertaining to how the conversations around traumatic
brain injury are being shaped in society in addition to how resilience is or is not showing up in
conversations in these media sources. The first criteria for inclusion of documents was
publishing date within the past five years from 2015 to 2019. The second criteria for inclusion
was periodicals that are considered the most reputable and commonly accessed in order to look
for current trends in my topic (Arden, Pentimonti, Cooray, & Jackson, 2018). This produced two
lists of magazines and newspapers. The top three in both of those lists were chosen for inclusion
in this study. The researcher searched the top three periodicals that were considered the most
reputable. The New York Times, The Wall Street Journal, and The Washington Post were the top
three periodicals that were listed on the Forbes website. The results from the search of the top
three periodicals rated by circulation that were the most frequently accessed on the Agility PR
Solutions website were The New York Times, The Washington Post, and USA Today. The search
terms used to find relevant articles to this research were “traumatic brain injury stories” and
“young people and concussion stories of resilience.” Documents used in this research are
included in Appendix G.
There were two purposes for the document search. The first purpose was to inform
interview questions when probing for more detail from participants. The second purpose was to
help the researcher have a greater understanding of the context and circumstances of the topic in
order to recognize misrepresentations that might surface in the data when conducting the analysis
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by providing a context in which participants were making sense of their experiences (Bengtsson,
2016).
Researcher journal. While gathering data, Stake (1995) suggests using a research
journal to begin the process of classifying the raw data. Dewey (1933) argues that reflection is
the catalyst for analysis that provides the basis for analyzing real-life situations. Reflective
practice allows the researcher and the reader identify the constructed nature of research findings
and results by providing a written narrative of the choices the researcher made while completing
the research process (Ortlipp, 2008). This helps to begin interpretations in order to redefine
issues and case boundaries. The researcher journaled throughout the data collection process to
record and organize her thoughts along the way. Reflection while journaling allowed her to
systematically think about situations and events in order to improve future actions (Becker &
Renger, 2017). This helped her assess methods to make adaptations as needed. Ortlipp (2008)
argues that reflective journals can also be used to create transparency in the research process.
Journals can provide a “research ‘trail’ of gradually altering methodologies and reshaping
analysis” (Ortlipp, 2008, p. 696).
The researcher also journaled while conducting the document search, as well as logged
initial impressions immediately after the interviews to inform the next interview in the case that
revisions needed to be made in the semi-structured interview guide. The researcher took notes
and reflected on findings to make connections between information found in the three data
sources. Reflection that comes from journaling can improve tacit knowledge gained from
experiences and interactions, giving rise to new meanings (Becker & Renger, 2017). In addition,
journaling helped the processing of details from the interview to provide rich descriptions of the
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setting to help organization of thoughts regarding first impressions of themes that emerge
(Becker & Renger, 2017).
Semi-structured interviews. Darke, Shanks, and Broadbent (1998) argue that
interviews are the best method for obtaining participants’ perspectives of actions and events.
Interview guides were used to provide a framework for the interviews to keep the conversations
on track, but still allowed room for deviations if necessary to obtain a holistic, thick description
of each participant’s experiences. Interviews were conducted with both the primary caregiver
and the brain injury survivor at the same time. Observations of interactions between primary
caregivers and their children with traumatic brain injuries provided another layer of insight
regarding the relationship between the participants in each case. There were two interview
guides, one with questions for the primary caregiver and one guide with questions for the
individual who has experience a brain injury. This allowed participants to provide their unique
perspective of the events that occurred after the brain injury.
Questions asked in case study interviews should be in-depth, descriptive questions that do
not just gather information, but serve to gain a deeper understanding of unique cases and issues
by learning about issues and themes that emerge from the experiences of participants (Creswell,
2013; Stake, 2003). Questions were open-ended to allow participants the opportunity to
elaborate on their experiences in an effort to increase insight into experiences of participants,
while also minimizing the impact of researcher bias and positionality on participant responses.
(see Appendix B for Interview Protocol)
Ethics, Confidentiality, and Quality
Stake (2003) argues that researchers have a moral obligation to minimize the risk to
participants when conducting inquiries, as well as reporting the findings from research. Prior to
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beginning the data collection process, this study was reviewed and approved by the institutional
review board to make sure it was conducted ethically with minimal risk to participants. Primary
caregivers were asked to sign informed consent forms for their own participation, and parental
consent forms for their minor children. Minor participants were asked to sign assent forms to
indicate their agreement to participate in the interviews. Minor participants in this study can be
considered multiply vulnerable, as they are both minors and persons who have sustained a
traumatic brain injury. Traumatic brain injury can cause difficulty with higher level and
executive functioning abilities that cause the individual to function below typical peers
cognitively and/or socially. The researcher was highly trained to work with young people who
are considered vulnerable through her career as an occupational therapist working with young
people who have special needs in the school system and inpatient and outpatient settings. The
researcher took all necessary precautions to accommodate the special needs of the vulnerable
minor and take the psychological, cognitive, and social needs of the participant into
consideration at all times throughout this process. These considerations were documented in the
researcher journal.
In order to maintain confidentiality, participants were given a pseudonym. Participants
were only referred to in reference to their pseudonym in transcriptions and any written
documentation. All interviews were audio-recorded and transcribed. Transcription documents
were labeled according to the location of the interview. All recordings and transcriptions were
kept in a password protected file to ensure privacy. Consent and assent forms were stored in
locked storage that only the researcher can access. Interviews were recorded digitally and stored
in the University of Memphis UM drive.
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Savin-Baden and Major (2013) discuss that, in addition to striving to conduct a study as
ethically as possible by keeping in mind the protection of the participants and the importance of
keeping their personal information such as identifying information confidential, it is also
essential to work towards quality when designing a study. Strategies used to ensure quality
include methodological coherence and triangulation. The researcher journal provided an audit
trail. Member checking of the transcripts was also offered to participants.
Methodological coherence involves alignment between the research question(s), methods,
data, and analysis. Researchers are ethically obligated to design studies that will contribute to
knowledge with clearly stated goals that are reasonable and practical (Savin-Baden & Major,
2013). Researchers should be transparent when stating their position, and remain consistent to
that position throughout the data collection and analysis process. The researcher should be able
to provide a strong argument for choices of theoretical analysis and methods, as well as possess
the qualifications and position to conduct the study.
As described previously, three different data collection methods and sources were used to
triangulate data. More than one analysis technique was also utilized to work towards validity of
this study. Data sources include documents, interviews, and a researcher journal. Analysis
methods included thematic analysis of interview transcriptions and content analysis of
documents. A discussion of the details of analysis methods is included later on in this proposal.
Subjectivity Statement
The researcher is a doctoral student in the Educational Psychology program at University
of Memphis interested in research dealing with experiences of individuals and their primary
caregivers following traumatic brain injury. The researcher has completed coursework in EDPR
8561 Introduction to Qualitative Research in Education, EDPR 8005 Applied Intersections of

54

Community-Based and Arts-Based Research, and EDPR 8562 Designing Qualitative Research.
This research study will be conducted under Alison Happel-Parkins, Ph.D. and Denise L.
Winsor, Ph.D., both Associate Professors in the Educational Psychology program at University
of Memphis. In addition, the researcher is an occupational therapist currently working for
Shelby County Schools with students ages 3-22 receiving Special Education services through the
Department of Exceptional Children. The researcher previously worked for HealthSouth
Rehabilitation Hospital with individuals who had sustained traumatic brain injury and previously
held a certification from the American Academy of Certified Brain Injury Specialists. This
previous experience as a clinician working with individuals after traumatic brain injury allowed
the researcher to have the perspective of a practitioner. The knowledge and insight gained from
the analysis of documents and interviews provided the researcher with a new viewpoint from
interacting with information in a different context than as an occupational therapist.
Site Selection
Since observations were not conducted, research with the participants did not take place
in their natural environment. Therefore, interviews with participants took place at the site of
their choosing. Participants chose a site that was convenient and comfortable for them for their
interviews. Site locations included public restaurants, the workplace of one of the primary
caregivers, a coffee shop, and the home of the participant.
Participants
This study included five cases, each involving a young person who has sustained a
traumatic brain injury and his or her primary caregiver(s). Chapter 4 will include a detailed
description of each case imbedded in the discussion of the results. Ishak and Bakar (2014) argue
that purposeful sampling is appropriate for use in qualitative research when it entails selection of
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participants with a specific purpose in mind, as well as when the researcher is interested in
unique cases that can be considered “members of a difficult-to-reach, specialized population” (p.
32). Baxter and Jack (2008) argue that purposeful sampling is the appropriate strategy for
selection of participants in the case study approach. Therefore, the sample selection criteria for
this research was purposeful sampling of the individuals and their primary caregivers, as this
study is both qualitative and a case study.
The participants all live in or within twenty miles of a metropolitan city in the Mid-South.
Choosing participants in and around a major metropolitan city in the Mid-South allowed the
researcher to gather information on experiences relevant to the area, as support services can
differ in different areas of the country depending on allocation of funds and demographics.
Criteria for inclusion of subjects in this study included the individuals and their primary
caregivers. The individuals who sustained traumatic brain injury had to have been between the
ages of 12 and 25 when they experienced the brain injury. The injury must have been within the
past 10 years and the individual must have the cognitive ability to articulate his or her
experiences, whether it was through vocalizations or an augmentative communication device.
This research study excluded people whose brain injuries were caused by abuse as young
children. The reasoning behind the above stated criteria for inclusion and exclusion of
participants is to gather information on individuals and primary caregivers whose lives were
significantly changed by the traumatic brain injury. Families where child abuse is prevalent
enough to cause traumatic brain injury is a different subject matter than what is being explored in
this study, as there are many other relevant issues that would be related to that topic.
Subjects were recruited either through contacts in the community and through the
researcher’s professional connections. Potential participants were given the researcher’s number,
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and they initiated contact. Participants were given the opportunity to choose the location of the
interviews at a site that was the most convenient for them.
Timetable
Following IRB approval, the participants contacted the researcher via phone (see
Appendix A for script) to gauge interest in participating in the study. After agreement via phone,
interviews were scheduled with the participants at a mutually agreed upon time and place
(participants’ home or a mutually agreed upon location). Prior to beginning the interview,
participants signed the consent form, assent form, and parental consent form (see Appendix C, D,
and E, respectively).
Analysis of Data
Stake (1995) proposes phases of data analysis when using case study methodology that
include description of the circumstance or phenomena and organization of data into categories to
establish patterns and generalizations in order to form conclusions. The researcher should
immerse herself in the data and become intimately familiar with the case in order to make
connections within and between cases (Cronin, 2014). Data in this study were interpreted within
the context of scholarly literature (Fishman, 2013, p. 412). The literature review was ongoing
and contingent on data being collected, so as to gather information on existing research in order
to identify gaps and situate the topic, as well as aide the explanation of findings. Triangulation
of the data when conducting the analysis supports the results because combining methods for
data analysis increases the generalizability, transferability, and internal validity of the research
study (Patton, 1999; Frost, 2009). Data analysis methods used in this study include content
analysis of documents collected, thematic analysis of the interviews, and journaling throughout
the research process.
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Content Analysis of Documents
In case study research, documents can be used by the researcher as a source of contextual
information about events that cannot be directly observed, as well as to confirm or question
information from other sources (Stake, 1995). Content analysis is defined as “a research
technique for making replicable and valid inferences from texts (or other meaningful matter) to
the contexts of their use” (Krippendorff, 2004, p.18). Content analysis reduces the text into
groups and categories to help the researcher increase understanding of a topic (Bengtsson, 2016).
Kohlbacher (2006) argues that content analysis is a process of applying codes to texts, creating a
system that allows categories to emerge from the data.
Content analysis enabled the researcher to find meaning out of the context in which the
item being analyzed appears. Content analysis allowed the researcher to explore the
conversations occurring in the media in order to provide context and develop credibility and
validity to conclusions. It also allowed the researcher to understand what discussions are taking
place and what policies are being implemented in the communities in which these individuals
and their families must navigate to obtain needed supports for quality of life. According to
Mayring (2014), content analysis must be systematic, with materials analyzed in steps.
Categories should be central to the analysis and guided by theory in order to be considered
reliable, valid, and reproducible (Mayring, 2014). There are several different aspects and
approaches to content analysis referred to when the researcher was making choices as to how to
approach analysis of the data. These choices of which characteristics and approaches to use was
dependent on the purpose and focus of the analysis.
Mayring (2014) argues that there are nine stages of content analysis: determination of the
material to be analyzed; analysis of the situation in which the text originated; formal
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characterization of the material; determination of the direction of the analysis; theoretically
informed differentiation of the questions to be answered; selection of the analytical techniques
(summary, explication, and structuring); definition of the unit of analysis; analysis of the
material (summary, explication, and structuring); and interpretation. The three analytical
procedures proposed by Mayring (2014) are summary, explication, and structuring. Summary
entails reducing, paraphrasing, and/or generalizing the material while remaining true to the initial
context of the material. Explication involves explaining, clarifying, and annotating the material.
Structuring is the process of determining the units of analysis. During structuring, the researcher
first appraises the material, then extracts the data, and finally processes the results.
Elo and Kyngas (2008) describe content analysis as a method of analyzing documents
that consists of three phases that include preparation of the data, organizing the data, and
reporting the conclusions of the analysis. They believe that the process of content analysis
involves describing a phenomenon by condensing it into concepts or categories with the purpose
of providing new knowledge and insight with a practical guide to action. The researcher should
work to make sense of the data by becoming immersed in the data with several readings.
Theoretical issues are tested to increase understanding of a situation or circumstance by
condensing words into content-related categories that have a common meaning. A content
analysis can also be approached through deductive or inductive reasoning. A deductive content
analysis is based on previous knowledge and theories to move from general to specific
categories. An inductive content analysis is used when there is not enough previous knowledge
about a phenomenon or the knowledge is broken up into pieces.
Bengtsson (2016) discusses that a content analysis can be a manifest content analysis or a
latent content analysis. A manifest analysis focus on the surface of what has been said and stays
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close to the literal meaning of the text. A latent analysis is interpretive, analyzing and forming
conclusions about what was intended to be said. Bengtsson (2016) describes four stages of
content analysis that include decontextualization, recontextualization, categorization, and
compilation. The stage of decontextualization involves increasing understanding of what is
happening in the larger picture before breaking information down into smaller units (coding).
This coding can be either inductive or deductive, depending on the purpose of the analysis.
Contextualization involves re-reading the text to insure that the researcher has covered all
aspects of the content. During the categorization process, the researcher condenses meaning
units in order to create categories. In the final stage of compilation, the researcher seeks to draw
realistic conclusions from the data. Bengtsson (2016) argue that each stage should be performed
multiple times to ensure quality and trustworthiness of the content analysis.
The goal of the content analysis was to decontextualize the topic by gaining an
understanding of what is going on in other areas of the country and possibly other parts of the
world to compare to experiences of individuals and families who live in the Mid-south area.
This content analysis was considered inductive because categories were derived from the data to
make broad generalizations and explore commonalities between specific circumstances and
events (Elo & Kyngas, 2008; Savin-Baden & Howell Major, 2013). Both manifest and latent
analysis of the text were used in order to first staying close to what is being said on the surface of
the text, but then delve deeper into an interpretive stance on what underlying message is intended
in the text. The information gathered in this content analysis added to the rich, thick description
of the cases by contextualizing and situating my study. It also helped to triangulate data in an
effort to increase the rigor of the study by understanding all aspects related to this research as
much as possible.
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Thematic Analysis of Interviews
Stake (1995) describes data analysis as a process that includes a review of raw data under
various possible interpretations while searching for patterns in the data. Thematic analysis is a
practical research tool that can enable the researcher to derive a deeper understanding of the
meaning from patterns in the data (Braun & Clarke, 2006; Castleberry & Nolen, 2018). Braun
and Clarke (2006) define thematic analysis as, “a method of identifying, analyzing, and reporting
patterns in the data” (p. 79). Throughout the research process, the researcher should interpret
data to forms conclusions in response to research questions. As the researcher continues
throughout this process, it is essential that he or she revisits and reevaluates the purpose of the
study. This can be accomplished through the thematic analysis in addition to staying current
with the literature. Aronson (1994) argues that a method a researcher can use to add merit to the
findings is by developing a story line that connects conclusions from the analysis back to the
literature.
Interviews were recorded and transcribed, analyzed, and coded. Data was compiled and
organized by transcribing. The researcher took notes in a researcher journal while transcribing to
allow her to become immersed in the data and begin the initial coding process during the process
of transcription. After compiling and organizing the data, it was separated and grouped by
coding and using inductive reasoning to allow meaning to materialize. Coding entailed
categorizing portions of the data to begin the process of making interpretations before looking
for patterns and themes to form conclusions from the conversations (Aronson, 1995; Charmaz,
2006; Saldana, 2009; Saldana, 2016). Thematic analysis allowed the researcher to gain
understanding of the data by becoming familiar with the data, generating initial codes, and
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reassemble the codes and categories to search for themes (Savin-Baden & Howell Major, 2013;
Castleberry & Nolen, 2018; Saldana, 2009; Saldana, 2016).
Reflective Journaling
As stated previously, a research journal is a tool that can be instrumental in beginning the
process of analysis and classification of raw data (Stake, 1995). Journaling was used throughout
the data collection process to begin the initial analysis in addition to informing any modifications
to my methods or interview probes. As the document search was being conducted and
interviews were being transcribed, the researcher listed initial codes. Journaling also took place
during the reading of documents and immediately after interviews to write down initial
impressions. Journal entries were ongoing to keep thoughts organized while going through the
research process. Journaling was a way for the researcher to stay immersed in the data as she
began to articulate thoughts and conclusions. Not only did journaling help during the collection
and analysis of the data, it also served as a reminder of “a-ha” moments along the way when the
researcher was discussing the results of the analysis. Finally, journaling is another method of
triangulating data collection and analysis because it provides an audit trail of the entire research
process from document search to interviews to modifications made along the way.
Representation of Data
Stake (1995) details components required when representing data include extensively
describing the setting within which the activity occurred, considering the report as a story to be
told, analyzing ways in which the story may be incomplete, and helping the reader determine
generalizability of the study. The researcher went through the process of data collection and
analysis for each individual case and presenting the findings in the same manner. A rich, thick
description detailing each case is presented, with each case being the family unit of primary
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caregiver and individual with brain injury. Conclusions and explicit interpretation from this
study will be communicated in Chapter 4 through a narrative that details the themes and concepts
found from thematic analysis of interview transcriptions. Findings and conclusions drawn from
review of the researcher journal are imbedded in the interpretation of results of the content
analysis and thematic analysis, as the researcher journal was utilized as a tool of reflection and
processing of information to organize the researcher’s thoughts.
Chapter 4: Data Representation and Explicit Interpretation
Introduction
Chapter 4 includes the results from the content analysis of documents, as well as a
detailed discussion of each case individually regarding themes and concepts that emerged
through thematic analysis of the interview transcriptions. As stated previously in Chapter 3, each
case is unique and therefore must be looked at as an individual entity first. After each case is
described individually, there will be a detailed discussion of themes and concepts that were
identified across cases, as this is important for the ultimate purpose of this research, which is to
inform providers of support services in the community to improve resources for individuals and
families experiencing traumatic brain injury. The descriptions of the cases will also include a
discussion of how the underlying theories helped make sense of the data, as well as how the data
connects to the relevant literature.
A thematic analysis of each individual case as a discrete unit was conducted, in addition
to an analysis of themes and concepts that emerged across cases. Primary caregivers are
identified based on their role in the family. Each young person who has experienced traumatic
brain injury will be identified by a pseudonym in order to maintain confidentiality. The cases are
labeled according to the location of the interview. The researcher felt it was relevant to name
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each case according to where the interview took place because this provides insight into the
context of each interview. For example, the interview that took place at a Dairy Queen was in a
rural area an hour away from the hospital with decreased access to resources. Cases are
presented in the chronological order that the interviews took place.
Content Analysis of Documents
As stated previously, the researcher conducted an online search of the periodicals that
were considered the most reputable and that were rated top by circulation as a result of being the
most accessed in order to look for current trends in the research topic (Arden, et al., 2018). The
top three in both of those lists were chosen for inclusion in this study. According to Forbes
(www.forbes.com), the top three periodicals that were considered the most reputable are The
New York Times, The Wall Street Journal, and The Washington Post. According to Agility PR
Solutions (www.agilitypr.com), the top three periodicals rated top by circulation because they
were the most accessed were The New York Times, The Washington Post, and USA Today. The
search terms used to find relevant articles to this research were “traumatic brain injury stories”
and “young people and concussion stories of resilience.” The articles chosen were written in the
past five years between from 2015 to 2019. See Appendix G for a list of documents analyzed to
guide the interviews and analysis process in this research.
Descriptive coding was used to analyze the documents produced from the search.
Saldana (2016) defines descriptive coding as a way to summarize the basic topic of qualitative
data. This method of analysis helps the researcher get an “organizational grasp” on a research
study (p. 105). Descriptive coding is a method for coding documents that leads to a concise
word or short phrase that functions as a synopsis of the contents of the data (Saldana, 2016).
Themes and concepts that emerged from analysis of the documents described above are italicized
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throughout the following narrative discussing the results. The themes and concepts pertinent to
this research include: long term impact of brain injuries, prevention and addressing of
concussions, and concerns regarding increasing incidence of concussions in childhood. This
knowledge helped provide a context in which participants were making sense of their
experiences (Bengtsson, 2016). The experiences these cases were undergoing were consistent
with conversations in periodicals that are considered reputable and are frequently accessed by the
American public. Conversations in the media focused on the long term impact of insults to the
brain, prevention, and detection. There are efforts to educate the public that concussions are the
same thing as mild traumatic brain injuries in order to emphasize the seriousness of preventing
and addressing concussions. Many of the articles discussed the fact that the incidence of
childhood concussions is increasing. The majority of the conversations in the media surround
chronic traumatic encephalopathy (CTE), which is a neurodegenerative disease caused by
multiple head injuries over a period of time. The symptoms of CTE include memory loss,
confusion, impaired judgment, impulse control problems, aggression, depression, anxiety,
suicidal thoughts, decreased coordination, and dementia. According to the articles reviewed for
this study, football, soccer, and hockey are the primary sports under scrutiny at this time
regarding CTE and concussions. There have been efforts for prevention of brain injuries as a
result of the conversations in the media such as passing laws related to restricting tackle football
and regulating the ages that heading is allowed in soccer in young people because of concerns
from parents regarding impacts of brain injury.
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Guiding Analysis of Document Search
The purpose of the document search was twofold by: (1) providing present information
about traumatic brain injury, resiliency, and learning which assisted in follow-up questions and
probing to gain depth of knowing during the interviews; and (2) providing the researcher with a
richer and deeper understanding of the brain injury context and associated circumstances that
was critical in making sense of the participant’s experiences during analysis. Although the
content analysis of publications in the popular media did not end up providing the coding scheme
to answer the research questions regarding what fostered resilience, it served to situate the
experiences of the individuals and primary caregivers interviewed to understand the needs of the
participants. The knowledge gathered in the document search also provided a different
perspective to the researcher to increase sensitivities to the needs of the participants, as the
researcher is a practitioner experienced working in the field, but not with conducting interviews
for the purposes of research. For example, in the Panera Bread interview, the mother discussed
how she had to inform Rebecca’s pediatrician about the fact that Rebecca had sustained
concussions with the result of the pediatrician retracting the signature to clear Rebecca to play
sports. Results from the document search regarding parental concerns about their children
sustaining concussion playing sports helped the researcher when analyzing the interview
transcription to identify the need for education and consistency among medical professionals as a
factor that can delay recovery after brain injury.
The analysis of documents was also helpful for increasing the confidence of the novice
researcher as interviews were conducted and subsequently analyzed because this more in-depth
understanding of current trends in the media helped the researcher understand and explain the
relevance of the questions participants were being asked during the interview process. For
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example, articles discussing the increased incidence of concussions in young people while
playing sports prompted the researcher to ask questions in interviews about whether or not
coaches did anything to address concussion symptoms in their players. Information obtained
from articles regarding parental concerns regarding their children receiving services after
concussions helped the researcher to understand the importance of exploring caregiver
experiences advocating and speaking out at school and medical settings.
Thematic Analysis of Interviews
Saldana (2016) discusses the importance of using coding methods that are based on the
methodological needs of the research study that help generate the “types of answers you need
based on the forms of questions you pose” (p. 70). Saldana (2016) argues that coding more than
once with more two or more types of coding methods helps provide a more in-depth, richer
perspective on a data set. First cycle coding methods used for thematic analysis of documents to
initially code the transcripts were In Vivo coding and Emotion coding. The second cycle method
of coding used to organize the first cycle codes into themes was Pattern coding.
In Vivo codes are derived from the participant’s actual words in order to capture meanings
“inherent in people’s experience” (Stringer, 2014, p. 140, as cited in Saldana, 2016). This is an
appropriate method for conducting initial coding as the purpose of this research is to gain
information regarding the experiences of individuals and their primary caregivers. Emotion
coding was conducted in addition to In Vivo coding to identify and label the feelings of
participants as they were living through their experiences. It is important to acknowledge those
emotions in this study, as a component of the theoretical framework is the intrapersonal and
interpersonal experiences of participants that contribute to resiliency (Saldana, 2016). Pattern
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coding was used as a second cycle of coding in order to identify categories, themes, and concepts
that emerged from the first cycle coding methods.
Panera Bread
This case consists of a female high school junior (Rebecca), her mother, and her father.
Rebecca has sustained multiple mild brain injuries that have caused issues with memory, visualperceptual skills, balance, seizure, tissue damage to the neck, and difficulty with concentration.
Rebecca and her family are white, appear to come from a middle to upper-middle socioeconomic
background, and live in a metropolitan city in the Mid-South. Rebecca’s parents both have
college degrees and appear to be in their early to mid-forties. Rebecca’s parents are married and
Rebecca also has a younger brother living in the home. Mother is a guidance counselor working
in an elementary school in the same school system as the high school Rebecca attends. Father is
an instructor at a school of nursing. Rebecca is an honor student who was previously active with
extracurricular activities such as soccer and track prior to her latest brain injury.
It was difficult scheduling the interview secondary to Rebecca’s busy schedule with
church camp, vision therapy, and ACT preparation classes. On two different occasions, mother
apologized for reading the text and forgetting to respond. This gives the impression that mother
is overwhelmed and struggling to juggle everything going on with Rebecca. Mother was off
work for the summer, but father still works during the summer. In order to allow for all
participants to attend the interview, the interview took place in the evening after father got off
work.
At the beginning of the interview, mother signed the consent form without reading.
Father said he wanted to read the consent form prior to signing. During the interview, Rebecca
appeared distracted and zoned out at times. Rebecca laughed, but did not express sadness.
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Mother did most of the talking, and was often tearful when describing their experiences. Father
and Rebecca exchanged smiles across the table, suggesting that they have a unique bond.
Mother reported that she was planning on returning to work full time in the fall. Rebecca has
been cleared to drive, but still does not drive because she says she is afraid. When asked after
the interview if soccer players should wear helmets, both Rebecca and her mother said “no” but
they both said there should be rules about heading the ball, less aggression, and possibly children
should wait to play organized sports until they are older.
Factors That Fostered Resilience
After careful analysis of interview transcriptions, there were five major themes that
emerged that they attributed to positive outcomes and which appear to have fostered resilience
with the participants. These themes include: the participants are high achieving and resourceful;
they had support from friends; they received support from the school and at least one medical
professional; they remained a team by working together; and they relied on their spirituality.
High achieving and resourceful. Rebecca is high achieving and motivated. She
focused on her grades and attending school to keep exemptions from end of semester exams
while also dealing with concussion symptoms. According to mother, “She was determined” to
“not miss any more days of school…she was gonna do her assignments.” Rebecca has learned to
laugh at herself and not take things so seriously. Rebecca developed other interests to replace
sports such as working on developing her artistic talents. Rebecca learned to advocate for herself
to receive needed accommodations at school and to communicate when she was tired of
attending therapy and needed a break.
Mom advocates for daughter when communicating with medical professionals and school
staff. Rebecca’s pediatrician was clearing her to play sports, but mom explained everything
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going on and the pediatrician changed her mind. When describing the experience with the
pediatrician, mother stated, “she was getting ready to clear her to go play sports, but I knew. No,
no, no, no.” Mother was also willing to take the time to contact administrator, teachers, and
guidance counselor at the school to set up meetings to discuss allowable accommodations to
maximize Rebecca’s ability to perform tasks required for success at school.
Both of Rebecca’s parents are educated and resourceful. Dad used anger to fuel efforts to
find legal support for daughter. Mom used frustration with the situation and lack of community
resources to keep trying to get help from professionals and to research answers for herself. “We
were given nothing as far as the different protocols I have now learned about that you should
follow as soon as a concussion occurs.” She reached out to the neuropsychologist at one point
and inquired if there were any support groups or if there was any way she could reach out to
other parents experiencing the same things, and did not receive a response. So, she took initiative
and started a support group in order to find support from other parents going through the same
things.
Support from friends. Rebecca relied on her friends from church and school to get her
through her feelings of isolation and depression while dealing with symptoms from her brain
injury. Rebecca stated, “I felt really isolated and so I learned that hanging out with people is
important.” Rebecca reports that she has learned that it is okay to depend on others for help and
is more likely to ask when she needs something like notes in class or a ride somewhere. She was
also able to find support from members of her church. For example, Rebecca’s youth group
leader was available to watch her and took her to get coffee when she was unable to stay home
alone or drive anywhere.
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Mother also found support through friends and people from church who care about the
well-being of her and her children. Both parents used connections in the community through
friends and church. Mother relied on advice from a long-time friend who is a nurse and had
known Rebecca since she was a small child. The friend encouraged mother to bring Rebecca to
lunch with her, and was honest with mother about Rebecca’s condition and the need to push for
medical help. One of father’s former nursing students saw Rebecca at church and his girlfriend
who was a physical therapist wanted to do an evaluation after seeing Rebecca. This began the
process of Rebecca getting help for issues in her neck that were causing some of her dizziness.
Support from school and medical professionals. Administrators and all but two
teachers at school were supportive and willing to provide accommodations. Mother reported,
“teachers were incredibly generous in the way they worked with her…incredibly
accommodating.” The principal at the school called a meeting with Rebecca’s teachers when she
returned to school after receiving homebound schooling to discuss her accommodations and the
expectation that they would adhere to them.
Empathy and honesty from Rebecca’s optometrist helped mother when grappling with
decisions. The optometrist who had been seeing Rebecca for years told mom, “I’m speaking to
you right now as a parent to a parent, and something’s not right…I’m not comfortable with her
playing sports anymore. I’m just not comfortable with the drastic change.”
Family remains a team. Both parents wanted to attend the interview to tell their story
and give their perspective. Discussion during the interview was open and it appeared that the
opinion of each family member was valued throughout the conversation. Mom was willing and
able to stop working for a period of time to support daughter, take her to appointments, and do
whatever she could to make sure she still had a social life. Mother stated, “I made myself
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completely available to her…if that meant driving her to meet up with friends…picking her up at
11 o’clock at night.” When asked what helped Rebecca get through and keep trying, father said,
“Her mom shoved her through.” Father credits mother with helping Rebecca through when she
was not able to on her own. There was an overall tone of admiration and respect in father’s
voice.
Spirituality. When asked what has helped her get through her trials with brain injury,
Rebecca stated, “just focusing spiritually and going to church and reading my Bible and that kind
of stuff has helped me stay positive.” She attributes her relationship with God and her
spirituality as a contributing factor in staying motivated and hopeful even when she realized she
would not be able to play soccer again and her symptoms were not improving.
Factors that Delayed Recovery
Just as there were circumstances and events that contributed to positive outcomes for
Rebecca and her family, there were also themes that emerged that could have contributed to
delayed recovery. Both parents expressed frustrations related to lack of resources and supports
in the community.
Lack of resources in the community and lack of consistency among medical
professionals. Parents both communicated the need for more collaboration and consistency with
medical professionals as well as payment sources. Mother had to work diligently, making phone
calls to medical professionals to get appointments and find practitioners to address various
symptoms. Mother reported that the vision doctors told her the “neuropsychologist doesn’t
necessarily give credit to vision therapy.” Parents were also told by another doctor that Rebecca
had significant damage to the soft tissue in her neck and their insurance company denied an
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MRI. Father feels that doctors “just wanted to check off all their boxes” without considering the
other issues and deficits Rebecca was experiencing.
More education is needed for primary caregivers. Mother expressed wishing she had
known more about how to recognize and handle concussions in regards to at home and
navigating return to school. Multiple times throughout the interview mother stated, “We were
just told to let her rest.” Mother reports frustration at the lack of education regarding concussion
protocols and steps parents need to take to navigate the system after brain injury. Mom said that
if she could go back and change anything about this experience, it would be “I would have
followed my mom gut sooner” and pushed doctors to take Rebecca’s symptoms seriously.
Dairy Queen
This case consists of a daughter in her early twenties (Donna) and her mother. Donna
experienced a traumatic brain injury several years ago. Donna’s mother reports that she was
pushed out of a car and then subsequently run over by the car. Donna has no recollection of the
event, and continues to have problems remembering events since the injury. Donna has
problems with use of her left hand and leg. She also has issues with memory, attention, and
processing. She is able to walk with an altered gait, as well as perform activities of daily living,
but she requires supervision for safety and increased time to complete tasks.
Donna and her mother are white and appear to come from a middle socioeconomic
background. Mother previously worked at a nursing home at the time of Donna’s brain injury,
and now works at a state park. Donna was 30 days from graduating nursing school as the class
valedictorian when she sustained her traumatic brain injury. She lives in a rural area in the MidSouth outside the city. She was first taken to a local hospital in her town, but they were not
equipped to handle her extensive injuries, so she was air lifted to the closest trauma center.
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When she first arrived at the trauma center, the power was out. Because of the power outage, it
took several hours to do a CAT scan and then surgery to remove part of her skull and the large
hematoma that was on her brain. Donna currently lives with her mother and father in the family
home she lived in growing up.
Mother responded the same day when contacted to schedule the interview. She said she
was excited to see the researcher again. She wants and needs to tell her story to someone willing
to listen. She stated her reason for wanting to participate was, “If there is anything that we can
do to make somebody’s life better and for them to understand what we went through” she will
because she “wants to help.” Donna drove her and her mother to the interview location. While
walking from the car into the Dairy Queen, the researcher noted Donna’s altered gait and posture
while walking across the parking lot. Donna presented with left foot drag and her left upper
extremity (shoulder, arm, wrist, and hand) did not move fluidly through arm swing. Her left
hand exhibited a lack of fine motor movements.
Mother brought a photo album that contained photos of Donna days before her traumatic
brain injury, while she was in the hospital, and for several months following the injury. Mother
frequently referred to pictures in the photo album as she was describing her experiences. During
the interview, Donna presented with a flat affect with little inflection when speaking. Donna
demonstrated the ability to laugh and make jokes, but did not seem disturbed or mournful about
events that occurred surrounding her traumatic brain injury. She was easily distracted, spoke
with a soft voice, and zoned out several times during the interview. Mother began the interview
by stating, “I think that’s why they call it a traumatic brain injury because it is…there is nothing
they can possibly tell you to prepare you for what we had to endure.” Mother was often tearful
during the interview and expressed anger verbally as well as through facial expressions and tone.
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Factors That Fostered Resilience
Analysis of the interview transcription resulted in the identification of several themes that
contributed to resilience and improved quality of life for Donna and her mother as they deal with
the daily challenges of her traumatic brain injury. These themes include: relying on spirituality;
a close, authentic relationship between Donna and her mother; mother advocates for Donna;
mother had previous experience caring for others; and support from another family also
experiencing traumatic brain injury.
Spirituality. A predominant theme throughout the interview was the concept of God and
spirituality as a source of strength for Donna and her mother. When asked what helped them get
through the challenges they have faced since Donna’s brain injury, Donna and her mother both
said it was God. Mother and daughter both became “saved” through this experience. They
attribute God to Donna’s recovery and their ability to handle the stress of daily life after the
injury. Mother stated, “Without God, she wouldn’t be here… I believe God has a hedge of
protection around her.” Mother feels it is important to tell their story because it is “a testimony
about how far God brought” Donna.
Close relationship between mother and daughter. Donna and her mother both feel
that they have learned a lot from each other through this experience. Their relationship appears
open, honest, and authentic. They have a sense of humor and joke with each other about things
that they do that get on each other’s nerves. They both seem accepting of the other no matter
their faults. Mother recognized the fact that she was going to have to relearn her daughter and
get to know her again because “the only thing that was the same was her name.” Mother
expresses in front of her daughter how thankful she is to have her “baby back” even if “it’s a
different baby.” Mother wants her daughter to be the best she can be, but communicates “I’m
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not gonna say I want her to be normal because what is normal.” At one point when they were
discussing the fact that Donna drove them to the interview, they laughed about Donna driving
slow and mother worrying about them being late. Mother said Donna is teaching her patience
and that it’s okay to slow down and not be in such a hurry all the time. Enjoy the moment.
Mother advocates for daughter. Mother was willing to quit her job to take care of
Donna. Mother communicated with hospital staff when she felt her daughter was not being
taken care of properly. Mother argued with nurses regarding the need for her daughter to be
cleaned and treated for what she thought looked like an infection. She fought for her daughter to
be bathed and took initiative in starting the process of shaving the rest of her daughter’s head
because she knew that it would upset Donna if she woke up and her hair was matted and
unkempt.
When the hospital wanted to put Donna in a nursing home, mother said that she would
just take her home and care for her there. Mother found an outpatient clinic closer to home for
Donna to receive therapy services. When Donna was expressing thoughts of suicide, her mother
drove her to a facility to receive help. Mother went to the social security office multiple times
trying to get Donna on disability so that they could have some financial support. Mother stated,
“I was forever going up to the social security office trying to get her disability, but it worked. It
paid off.”
Previous experience caring for others. Mother worked in a nursing home, so had
previous knowledge and experience regarding taking care of individuals after injury and illness.
Mother was able to recognize when her daughter had an infection based on what she had seen at
work with residents in the nursing home. Mother was willing to use the skills she had learned to
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care for her daughter when she needed help with basic daily tasks such as bathing, toileting,
feeding, and dressing herself.
Support from a family also experiencing brain injury. Donna is now dating a man
who is the son of family friends from church. This man has also sustained a traumatic brain
injury, so they are empathetic toward one another. The families are supportive to each other and
understand each other because of their common experiences.
Factors that Delayed Recovery
Circumstances that negatively impacted Donna and her mother after the traumatic brain
injury were a perceived lack of empathy from medical professionals at the hospital; a lack of
resources in the community; and feeling abandoned and let down by family and friends.
Perceived lack of empathy from medical professionals. Mother ended up taking
Donna home against medical advice because they kept extending the date that Donna would be
released from the hospital and mother felt Donna was not being taken care of properly. Mother
reports they left Donna covered in blood and dirt for days with her head half shaven. When
mother expressed her concerns about the need for Donna to be cleaned up, they said they
“weren’t worried about the dirt.” When mother reported that she told the nurses that Donna had
an infection, they asked her, “What do you know about that?” in a condescending tone. This
treatment was upsetting to mother because she felt like the nurses were making assumptions
about her without knowing that she had knowledge from her job working at a nursing home.
Donna ended up having a Staphylococcus infection. Mother stated that she felt the hospital staff
was “cruel” because “what they tell you is minimal” and they “need communication skills” when
they say right before you leave the hospital that “you need to mourn her death” because she will
never be the daughter you knew before the injury.
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Lack of resources in the community. The local hospital could not handle Donna’s
extensive injuries, so she had to be airlifted to the nearest trauma center. Mother had to drive
long distances from home and work to the hospital to visit Donna. She reported that it was
approximately 45-50 miles, which was about an hour drive to and from the hospital each day.
Feeling let down by others. Both Donna and her mother expressed feelings of
abandonment from friends and family after the traumatic brain injury. “When she got hurt,
everybody said, ‘I’m gonna help you. All you’ve got to do is call me.’ When you call them,
nobody’s there.” Donna and her mother feel other people no longer want to spend time with
them because of lifestyle changes directly related to the brain injury in addition to their
newfound faith. Neither Donna or her mom drink and party anymore, so that has caused a
definite difference in how they behave socially. Mother stated, “it was like everybody just went
away…they’re there when you’re drinking and partying, but then you become a Christian and
clean your life up.” Prior to the brain injury, Donna spent time with classmates from nursing
school and friends she had known since high school. After the brain injury, she was no longer
able to drive for a period of time and was not able to communicate as well as she could before.
One of her brothers had a hard time being around her because it was difficult for him to cope
with the changes in her. Mother reported that even her mother, Donna’s grandmother, would
“stand them up” when they needed help.
Crosstown Concourse
This case consists of a male high school senior (Robert) and his mother. Robert has
sustained multiple concussions over a period of several years. The last brain injury left him
unable to walk or speak coherently for a period of time. Robert continues to suffer with anxiety,
occasional dizziness, visual-perceptual issues, and memory lapses. He also expressed having
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some issues with depression and suicidal thoughts when he was first experiencing symptoms
from his brain injuries, but reports a more positive perspective at this point.
Robert currently lives with his mother, father, and two younger brothers in a metropolitan
city in the Mid-South. Robert and his family are white, appear to come from a middle to uppermiddle socioeconomic background, and live in a metropolitan city in the Mid-South. Robert’s
mother has a college degree and appears to be in her early to mid-forties. Robert plans on
moving away this summer to the city where he will attend college. One of his friends and
classmates is moving with him to attend the same university and will be his roommate. Mother
works at a local non-profit organization that advocates and provides support for children in the
Mid-South. Robert’s youngest brother, who attends a nearby middle school, is suffering from a
health condition that requires him to be homebound for months at a time.
Factors That Fostered Resilience
Personal and situational concepts emerged upon analysis of this interview that
contributed to individual and family resilience include: the fact that Robert and his mother are
high achieving and resourceful; support from friends; a close, authentic relationship between
mother and son; reliance on spirituality; and acceptance. When asked what has helped him cope
with the challenges he faced after his brain insults, Robert reported that friends, faith, love, and
hope were essential to his recovery and improved outlook.
High achieving and resourceful. Robert responded within an hour of being contacted
and took ownership of scheduling the interview himself. He coordinated with his mother to
schedule the time and place of the interview, and then arranged his own transportation from
school to the interview location. Robert advocated for himself when he was ready to return to
school to finish the school year. Mother said that Robert has reached out to others and been able

79

to talk about his anxiety and suicidal thoughts. Robert takes accountability for his decisions in
life and realizes the importance of making positive decisions as he moves away to college. At
one point, Robert stated, “I need to be more accountable to myself and others.” Robert reports
working with teachers to make up missed assignments and asking people to read to him when it
was hard for him to focus visually on the paper or computer screen.
Mother is educated and works for a local child advocacy group. She encourages Robert
to be independent, but advocates for him when needed. After Robert’s neurologist said that he
needed to rest and have a break from school for 3 weeks, mother made an appointment with
Robert’s school and spoke with an administrator and several of his teachers to get a game plan
together.
Because of her job and experience dealing with issues related to her younger son’s health
problems, she is resourceful. Once Robert turned 18 and there were more options for medical
help, she researched and found a medical doctor who practices a combination of Western
medicine and Eastern medicine. She attributes this holistic approach to Robert’s recovery.
Support from friends at school and church. When Robert was having problems with
depression, he received support from his youth group leader and friends from church. Robert
said he has found out who he actually cares about and who cares about him. “My friends have
been accommodating. They look out for me.” When Robert would not make the best decisions
after his brain injury, his friends would express their concerns and attempt to redirect his
behavior to a safer option. For example, he wanted to play football with his friends, so they
made him the quarterback and no one was allowed to tackle him. At school, his friends carried
his backpack around for him and he has multiple friends who give him rides to and from school
and when they are hanging out. For prom, instead of each couple going to prom separately, a
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group of Robert’s friends decided to have dinner at their house first so Robert did not have to
feel bad about not having a date or feel left out.
Close relationship between mother and son. Robert and his mother have a mutual
respect for each other. He was able to be open with her about his anxiety and suicidal thoughts
while dealing with symptoms from his brain injury. They were able to laugh and joke with each
other. They acknowledge that they are very much alike, and so they understand each other.
When Robert needed help and was stressed about receiving accommodations at school, mother
told him, “We will figure it all out…We’ll get through it.” Mother realizes that Robert gets
“frustrated with me being in his business” and she is “trying to respect his age and
responsibilities,” but she communicates with Robert that she is there if he needs her. Robert
admits that his mother “has done a good job respecting my space” and he has “gotten mad a few
times when I shouldn’t have.”
Spirituality. Robert reports that he spent a lot of time in his room thinking about his life,
reading the Bible more regularly, and praying. He feels he has been given a gift and his
“purpose in life is to glorify God.” He says that his faith is one of the things that has helped him
through his challenges and he has to “give the glory to God.” Robert reports that he is now more
receptive to the needs of others, and gives the example of reaching out to a homeless person and
befriending him. In addition, Robert and his father are planning on going on a mission trip this
summer with their church. He feels it is important to give back since he has had so much given
to him.
Acceptance and optimism. Overall, Robert and his mother are positive about Robert’s
progress and are optimistic about the future. Robert is thankful for the recovery he has made and
states multiple times throughout the interview that he has a good family and a good support
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system. Robert reports that his goals have changed a lot because this time last year he thought he
would be the captain of the soccer team, but even though he has had to change his plans for the
future, he feels like he has changed for the better. He reports that he is fortunate to go to good
schools. Robert states, “this has probably been one of the most difficult things I’ve had to
overcome, but it has also been I think one of the biggest blessings to me” because “I made the
decision I definitely want to live.” Robert is willing to change trajectory of his life from soccer
player to evangelist. Robert says he is more thankful the opportunities in his life and is more
receptive to others. He says “I have all the opportunities” and “I consciously think about not
using my abilities now because they have been taken away from me temporarily.”
Even when discussing the fact that he realized who his real friends are because some
people walked away and thought he was “too much of a burden,” he said it in an accepting way
and went on to talk about the fact that he had some good friends who stepped in and made efforts
to include him. Robert is going to prom with a group of friends and jokingly calls himself the
“19th wheel” because he does not want to stress about a date and dinner reservations. He says he
is “just going to go and have fun.”
Factors that Delayed Recovery
There were two primary identified needs that would have helped prevent Robert’s
concussions and would have supported a faster recovery. The first theme was education for
caregivers, medical professionals, and young people playing sports regarding how to recognize
and address concussions. The second is the need for more resources in the schools and in the
community.
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More education is needed to recognize and understand how to handle concussions.
Robert reports that when they are playing games against rival teams that have a larger
crowd watching, “it gets very intense” and “coaches get mad” and “coaches will just put us back
in the game because it means so much to the school and to the people watching the game, and to
the people playing the game.” Even after Robert displayed symptoms of concussion and the
coaches and trainers put him on the bench during several plays, they put him in at the end of the
game after a short break. Robert continued to play soccer when he had been hit and was
experiencing symptoms of concussions because teenage boys want to keep playing and they do
not want to be pulled out of the game. Then, Robert drove home after the game and for another
week and a half before realizing that he should not be driving. At another game, Robert
sustained symptoms of a concussion and the coaches and trainers did their assessment and
determined he had not sustained a concussion, but told mother they “might want to go check this
out.” Mother did not take Robert to the doctor because she felt she was given mixed signals and
his initial symptoms had alleviated. Robert proposed a solution to the conflict of interest coaches
face when deciding whether or not to pull players out of the game. He argues that “there should
always be someone medical there who is not biased in any way.”
Doctors receiving individuals in the emergency room with concussion symptoms need
more education on how to recognize and treat the symptoms. For example, Robert reports that
“One doctor didn’t think I had a concussion at all, which didn’t make sense to me.”
After spending spring break on vacation, Mother reported that she was making him do his
school work “pretty much with a whip and chain…wanting him to do his economics” to meet his
graduation requirements, Robert’s symptoms worsened. When mother took him to a neurologist,
she was told to let Robert “have three weeks of nothing.” Mother reported that she had to
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comprehend what that meant and told the neurologist, “Help me out with what nothing means
because he can’t do nothing and still walk the line and keep this great scholarship he has
obtained for college.”
Lack of doctors and community resources.
Robert and his mother reported a lack of resources for public schools with decreased
access to trainers and funds for soccer. Robert says there are trainers for football games because
of the stigma surrounding football regarding concussions and injuries, but not soccer. Robert
and his mother report that there is only one physical therapist that deals with concussions and
only one doctor that deals with vertigo, and it takes months to get an appointment. When Robert
went to the emergency room, they gave him a migraine cocktail that made his head hurt when he
did not even have a headache before that. They told him they did not have a neurology
department and this is all they could do for him. He said it did not make sense to him, “but then
again, I have a concussion.”
Mother reported that she was frustrated because the neuropsychologist only treated
patients with their insurance on Mondays. They saw him on Monday and he ordered an MRI.
She called the office several times on Tuesday because Robert was experiencing extreme vertigo,
and they ended up having to go to the emergency room for vertigo, “which was insane…It was
not anything life threatening.” Mother thought it was crazy that the emergency room then sent
him to a pediatric hospital even though he was just a few weeks from turning 18. She said that
fortunately the options for medical help increased once he became an adult.
Family Home
This case consists of a male high school junior (Louis) and his mother. Louis has
sustained multiple concussions over a period of several years. The last brain insult impacted his
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ability to speak clearly, caused problems with short term memory, problems with concentration,
and increased his issues with anxiety. Louis reports that he has been having problems keeping
up with his grades at school even with not taking as many honors courses. Louis lives with his
mother, father, younger sister, and younger brother in a suburb located outside a large
metropolitan city in the Mid-South. Louis and his family are white, come from a middle to
upper-middle socioeconomic background, and live in a suburb outside metropolitan city in the
Mid-South. Louis’ mother has a college degree and appear to be in her early to mid-forties.
Louis’ parents are married and Louis also has a younger sister and two younger brothers living in
the home. Mother is a physical therapist who works with children with special needs.
Mother agreed to participating in the interview, but wanted to talk to her son to inquire if
he was willing to participate and when he would be available. During the interview, there were
three younger siblings watching the television. Several times during the interview, Louis
appeared distracted as if he was ready for the interview to be over, but then he would engage in
the conversation again. Based on the interview discussion, it appeared that this behavior may be
due to his attention and anxiety issues.
Factors That Fostered Resilience
Situations and personal characteristics that contributed to individual and family resilience
after Louis’ concussions were support from friends and family; high achieving and resourceful;
mother and son have a close relationship; mother and son are optimistic and positive; and there
were administrators and teachers at Louis’ school who provided support.
Support from friends and family. At first, it was hard for Louis’ friends because they
did not understand what was going on with him, but once they knew it was due to concussions
and not mental illness, several of them were supportive and helped him around the school. They
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found ways to include him so that he would not feel abandoned or isolated. They pushed him
around the school on the last day in a chariot because he was experiencing dizziness and having
trouble remembering his way around the school. Some of his friends would come to his house to
hang out because it was hard for him to go places.
Mother reached out to other mothers in the community who had experienced similar
situations. She also relied on friends and family to provide support to her and Louis. Members
of her church were willing to come stay with Louis so mother and father could go to work.
Father was able to take Louis to work several days because he has supportive, understanding coworkers who have known the family for a long time and care about their well-being.
High achieving and resourceful. Louis was previously a student who made straight A’s
and gifted intelligence. Despite having issues with concentration and memory, Louis scored
normal on computer tests given by neuropsychologist. He recently took an advanced placement
examination and feels he performed well on it. When Louis was sitting at home from school, he
started writing and making music. He says music is the most positive thing that helped him out
of his depression and feelings of isolation. Now, he mixes music with friends and makes money
selling beats that he creates. Instead of going to college, Louis is hoping to have a career in the
music industry. He found ways to use his creativity that better meets his needs now that school
is more difficult for him and he is not interested in continuing with school after high school
graduation.
When Louis was experiencing symptoms at first and no one realized they were due to
concussion, mother had to fight a hospital that was saying that either she admits him to the
psychiatric unit or they would not help her at all. Mother stayed at the hospital until 2 o’clock in
the morning until she worked out a deal with hospital staff for Louis to attend an outpatient
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group so that they would make him an appointment with a psychiatrist without him having to be
admitted to the hospital. Mother also researched environmental factors that could exacerbate
Louis’ symptoms and worked to manage anything that could be stressful, keep him out of the
heat, and provide opportunities for plenty of rest. Mother quit her full time job and started
working a job with more flexibility in order to take care of her son. Mother reached out to
someone she had worked with previously who had sustained a brain injury to get advice on
where to go for resources and support.
Mother and son have a close relationship. Louis and his mother appear to have an
open and authentic relationship. Mother helped Louis feel better when some of his friends were
not understanding by explaining that they are teenagers and it is hard for them when someone is
not acting like themselves. Louis acknowledged in front of his mom that he realizes this was the
“hardest time of her life” and that she was definitely his support system at the time even though
“he didn’t realize it” at first. Louis felt comfortable expressing his disappointment that his
mother did not tell him about a conversation she had with his school regarding accommodations.
Mother was able to express in front of Louis how she felt “terrified” at first and “like I needed to
supervise him all the time.” Louis and his mother seemed accepting of each other and
communicated openly about their feelings regarding the experiences surrounding his
concussions. Louis was able to openly express how angry he was with his mom when she would
not let him go back to school at first. Mother and Louis were able to laugh together about
everything they have experienced and frustrations they had with each other at first when
everything was stressful and overwhelming.
Optimism. When asked how mother was able to stay strong during the difficult times
when they did not know what was causing Louis’ symptoms and even after when they knew it
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was due to a brain injury, she said she “went into super-mode” and kept telling herself “this too
shall pass” and “it can’t last forever.” Mother reports that she “didn’t have a choice” but to “just
keep on trucking.” Mother is optimistic about Louis’ aspirations because even though “it is a
different pathway” because he was always so studious and concerned about school before, she
now has a different perspective on what is important in life” after this experience. When it
comes to high school, she just wants him to pass and get through it.
Louis also feels that he now realizes what is most important to him. Louis expressed
excitement regarding his goals to achieve a career in the music, film, and/or fashion industry
after high school. He is positive about his future and speaks fondly of his friends and family.
Mother says that a positive change in Louis is that he is “more upbeat most of the time.” He
helps around the house with his younger siblings, and is able to laugh and joke about some of his
experiences surrounding his brain injuries.
Supportive administrator and teachers at school. Louis’ teacher emailed mom when
Louis was experiencing symptoms at school such as having trouble communicating and putting
his head on his desk. An administrator at Louis’ school had experienced concussions when he
was younger, so he was empathetic to Louis when he said he was having difficulties at school
such as looking at a computer, navigating the halls, and keeping up with assignments. This
administrator checks up on Louis regularly to make sure he is not having issues.
Factors that Delayed Recovery
Circumstances that inhibited Louis’ recovery progress were the need for more education
to recognize and understand how to recognize and handle concussions, as well as the need for
more resources in the community.
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More education is needed to recognize and understand how to handle concussions.
When Louis experienced his first concussion, he and his parents were not sure what was going
on. Louis reported, “We didn’t even really know I had a concussion at first… I just felt foggy
and kind of weird.” Mom admitted that she “shrugged it off” because “I was like, ‘You didn’t
lose consciousness. You’re all right’.” Mother was not sure what to do because he “looked fine.”
Mother took Louis to the doctor because he was talking rapidly, was not making sense, and was
having panic attacks. She said they went to different doctors and they were all telling her
different things. She said the doctors “threw medicine at him” that actually made his symptoms
worse.
Mother also communicated feelings of guilt for not being more diligent about protecting
Louis’ brain in the first place. She regrets not recognizing the initial symptoms and addressing
them sooner because the headache could have been caused by a brain bleed. Mom regrets not
believing Louis at first and thinking he was just trying to stay home from school when he should
have been resting.
With the second concussion, mother and father were out of town and grandmother was
taking care of Louis and his siblings. The nurse did not report Louis’ concussion symptoms to
his grandmother because she was not sure and “nobody really thought anything about it.” When
Louis told his grandmother and she took him to the doctor the next day, “she said I probably did
have a mild concussion.” This was when mother realized that the first insult was a concussion as
well.
Mother was frustrated with the doctor who performed cognitive testing on Louis because
he was unconcerned about the fact that Louis scored normal on the tests. Mother explained that
Louis had never tested “normal” before, so that actually was a significant change from his
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previous cognitive status. They went to a different doctor who suggested they go back to see a
neurologist. Mother states, “but I really felt that was a waste” because “they didn’t do anything”
and “I had no recommendations” from them.
Lack of resources in the community. Mother, who is a physical therapist who works
with children who have special needs, feels that her experiences at work and with Louis’
concussions illustrate that the Mid-South is underserved. She stated that one clinic she was
referred to was disorganized and said they could schedule Louis for an appointment, but they do
not have a concussion team anymore. After participating in cognitive testing to determine Louis’
needs in school for the rest of that school year and to plan for the following school year, it took
about a month and a half for Louis and his mother to receive the test scores. By that time, school
was already over for that year and decisions were already made regarding what classes to enroll
him in for the next school year.
Starbucks
This case consists of a male high school junior (Damon) and his mother. Damon has
sustained multiple concussions over several years. Symptoms that Damon reported were nausea,
intense headaches, confusion, difficulty concentrating, and irritability. Damon alternates living
with his mother and father per a parenting plan that consists of visitation to both parents.
Damon’s mother has a college degree and appears to come from a middle socioeconomic
background. Mother is a single mom who works at a large corporation in a large metropolitan
city in the Mid-South. Damon’s mother appears to be in her early forties.
Factors that Fostered Resilience
Personal characteristics and situational circumstances that helped promote resiliency and
recovery after Damon’s concussions include: mother and son have a close relationship; they are
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both independent and resourceful; they are optimistic; support from friends; and they are openminded about options for the future.
Mother and son have a close relationship. Damon relied on mom to fill in gaps a lot
during the interview when he could not remember details. Damon and his mother appear to have
an open, honest relationship and are willing to be vulnerable with each other, as evidenced by
him confessing his buying alcohol and trying marijuana. Mother was willing to be emotionally
vulnerable by being tearful, as well as through her willingness to communicate the difficulty of
navigating wanting to be with her son the night of his first concussion, even if that meant
spending the night on Damon’s floor at his dad’s house. Mother and father are on good terms,
which is helpful in the son’s recovery. Mom says they are not contentious, and gave the dad
credit for his knowledge and involvement. Damon takes ownership and does not want his mom
to blame herself. He cares about his mother’s feelings and well-being.
Independent and resourceful. Mom did not want me to follow-up with her after the
interview. She just wants to move forward from this experience and move on to the next thing.
This could be one of the factors that has helped her resilience. She is a single mom and it seems
she has been for a long time. She is independent and fosters independence in Damon, but is
supportive when needed. Mom was also an advocate for her son as evidenced by calling the
school principal to make sure doctor’s note was followed.
Damon also advocates for himself. He advocated for himself when wanting to return to
school full-time. He is a motivated student, as evidenced by attempting to go to school as much
as possible and make-up his work. He worked with his counselors on completing what he
needed to get credit for his coursework. Damon was frustrated and disappointed with missing
lessons, and still made A’s even after missing an extensive amount of school. Damon took

91

ownership of keeping up with a log of what he was experiencing with his concussion and
communicating with the doctor’s office regarding his symptoms and recovery.
Optimism. Damon and his mother express optimism about the future and give credit to
the school and medical personnel who were supportive and helped make sure Damon received
what he needed. Damon is looking forward to the coming up school year pursuing endeavors
other than playing lacrosse such as running track.
Support from friends. Damon reports that he is close with his friends. Damon has been
able to maintain close relationships with friends and he has stayed socially active. Damon
reports that he was not at first, but as soon as he felt able to be around people, he resumed his
social life.
Open-Minded. Damon and his mother both express the fact that they are open-minded
regarding alternative options for Damon remaining active without participating in a contact sport
such as lacrosse or soccer. They are willing to discuss other options such as track. They openly
weigh the pros and cons of the various paths Damon could take to meet his needs for physical
activity while still trying to remain as safe as possible and reduce the risk of any more
concussions.
Factors that Delayed Recovery
There were two themes that emerged regarding factors that prolonged Damon’s recovery
and increased his risk of concussions. The first was more education is needed for parents,
individuals, and coaches to recognize and understand how to handle concussions. The second is
that there is a lack of resources in the medical community and with the school’s athletics
program.
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More education is needed to recognize and understand how to handle concussions.
Damon admits that he continued to play even after he knew he was experiencing symptoms that
could impair his ability to play. Damon admits that he drove after concussion because he “was
totally faking it” and knew something was not right. Mother regrets allowing Damon to drive
and communicated that she felt responsible for not doing her job as a parent. Mother reports that
she “had no idea” that she was not supposed to send him to school after brain injury, and she felt
like she “should have known” but she just “didn’t know” and “didn’t think about it.” Mother
says that the coaches are “from a different generation” just like she is, and the “school has no
requirements” for concussion because lacrosse has not been a sport that has been supported by
the organization that governs the athletics programs at the school.
Lack of resources from medical community and athletics program. Mother reports
that she was recommended two places to go to after Damon’s concussion, but one of the places
did not take her insurance even though it is a good insurance plan. Damon reports that there
were several days that he had to attend school while he was waiting to get in to see the doctor,
and “those days were horrible.”
Concepts Across Five Cases
There were multiple concepts that emerged across the cases exhibited that warrant
consideration when discussing what cultivates resilience. There were also themes across these
five cases regarding barriers that can slow down the recovery process. Personal and relational
characteristics that promoted resilience include: empathy, humor, high achieving and
resourceful, and close, authentic relationships. Impediments to the recovery process were lack of
education regarding how to recognize and handle brain injury, as well as a lack of resources and
supports in the community.
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Empathy. Whether it was the pediatrician from one case, the administrator from another
case, or another parent who had experienced a child with brain injury, a theme that emerged
across the cases was the use of common experiences to help others in a similar situation.
Individuals who have experienced traumatic brain injury themselves or their loved ones can
support others and empathize. Not only did the participants in this study appreciate the support
from others who were able to understand what they were going through, the participants across
the cases stated that one of their reasons for participating in this research was to tell their story to
help others.
Humor. The individuals and their caregivers used laughter to get through the difficult
topics of conversation during the interviews. They were able to joke with each other and laugh
about their frustrations with each other and look back on painful experiences with a sense of
humor.
High achieving and resourceful. The young people in each case were high achieving
students with high cognitive functioning. They were able to adjust their goals by developing
other interests that could lead to happiness and a sense of accomplishment. They were willing to
engage in tasks and career goals that are fulfilling and have a reduced risk of further insults to the
brain. In addition, their mothers expressed their support for their children finding alternative
activities even if that was not the path they had originally hoped for their child.
In many of the cases, both the mothers and their children conducted research on their own
to find support and resources. One mother started a support group and several of them relied on
personal contacts in the community. All the caregivers had careers and were educated through
experience and/or college. The caregivers were willing and able to spend hours advocating for
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their children to navigate the medical community and their children’s schools in order to find
answers and receive needed assistance.
While it is generally considered a positive to be high achieving, the personality
characteristics that contribute to high achievement could also have had negative implications.
The same qualities that contributed to the high achievement of the young people in these cases
that kept them motivated and willing to work hard to improve could have also played a factor in
them sustaining the brain injuries in the first place. Each of the individuals with brain injuries
kept playing even when they were hurt, engaged in risky behaviors, and were fiercely
independent.
Authentic relationships between caregiver and child. The caregivers and their
children demonstrated open and honest relationships with each other after brain injury. Parent
and child were close and helped each other. They were willing to communicate honestly and
openly. Parents and their children supported and learned from each other. The mothers from
each of the cases were willing to be emotionally vulnerable in front of their child as evidenced
by getting teary and emotional when describing their fears and painful experiences related to
their child’s brain injury. The young people with brain injuries confided their thoughts and
feelings regarding anxiety and depression.
Lack of education about what to do. A common theme that emerged across the five
cases was the need for more education regarding how to recognize when individuals are
experiencing concussion as well as education to understand the risks and implications of
continuing to play when they have symptoms. Another theme was the need for coaches and
school personnel responsible for the implementation of athletics to understand the seriousness of
concussions.
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A recurrent concept throughout the case interviews was the mothers blame themselves
and have feelings of guilt for not knowing what to do when their child was complaining of
symptoms from insults to the brain. They expressed concern and wanting to do more to help
their child, but frustration and feelings of inadequacy because they did not know what to do and
it was difficult to find knowledgeable medical professionals. When they took their children to
the doctor, they encountered practitioners who were not able to help due to either lack of
knowledge themselves or unwillingness and inability to provide consistent care.
Lack of resources and consistency of care. This research found that the Mid-South is
an underserved area. Participants expressed the need for more support from medical
professionals for guidance and emotional well-being. The caregivers reported very few options
for medical help, and a decreased consistency of care from the professionals who are serving
individuals with traumatic brain injury in the community. The large public school system that
serves the majority of the young people in the county does not have the funds to hire adequate
staff that is knowledgeable about recognizing and handling concussions.
Chapter 5: Conclusions
Introduction
This study was an exploration of the lived experiences of individuals and their primary
caregivers who had experienced traumatic brain injury situated within the theoretical frameworks
of classical pragmatism, resilience, and occupational therapy. Chapter 5 is a discussion of
conclusions from this research study. In this chapter, the theory and literature behind this
research are connected to the data collected and the findings. Chapter 5 will review the purpose
and significance of this study, implications of this study, limitations, and recommendations for
future research.
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Purpose and Significance of this Study
This research sought to gain insight into what experiences and personal characteristics led
to individual and family resilience after traumatic brain injury. The researcher explored the
needs of individuals and their primary caregivers and factors that had a positive impact on
recovery and quality of life, as well what needs were not met. The literature review previously
discussed noticeable gaps in previous research regarding what factors impact the lives of
children and their caregivers after traumatic brain injury. This lack of understanding of lived
experiences after traumatic brain injury causes limitations in the ability of professionals working
with these children to provide the support they so greatly need in order to have the resilience
essential to acquire the necessary skills to be independent adults. Considering that traumatic
brain injury is the most prevalent cause of disability acquired in childhood (Haarbauer-Krupa,
2012), there is tremendous value in better understanding the lived experiences of children and
their families after sustaining traumatic brain injury (Cronin, 2014).
There were two purposes of this study. The first purpose was to gain a deeper
understanding of the lived experiences of individuals and their primary caregivers after traumatic
brain injury. The second purpose was to gain knowledge of effective strategies and intervention
that can be implemented to increase individual and family resilience after brain injury to improve
outcomes such as quality of life and overall independence. This information can be used to
inform providers in the medical community and school system how to fill gaps in the system
regarding what is necessary to provide support and resources for individuals and their caregivers
to address their unique needs after brain injury (Cronin, 2014).
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Theories Guiding Analysis
Concepts from classical pragmatism and how occupational therapists foster resiliency
guided the analysis of the documents and transcriptions of interviews. Charles Sanders Peirce
(1878), the first to propose the principles of pragmatism, believed that statements must be clear
and have practical significance to be meaningful. The focus of this pragmatic research was to
gain understanding of the lived experiences of individuals and their primary caregivers, as well
as identify the problems people are facing in their environment. The goal of pragmatists is to
find a practical solution to make people’s lives more rewarding by using our knowledge of the
actual meaning of our circumstances to determine the best course of action (Dewey, 1920). The
researcher looked through the lens of pragmatism to pull out emerging themes that could relate
to practical solutions and outcomes. The representation of findings in this study is consistent
with pragmatism because the results are purposefully written in language that can be understand
by multiple audiences with varying education and backgrounds.
The practical, reality-based concepts that are integral to pragmatism are also central to
occupational therapy. Occupational therapists use frames of reference based on theories to guide
their practice by using components of one or more theories to make them practical and useful
(Kramer & Hinojosa, 2010). Both the field of occupational therapy and pragmatists argue that
there are many internal and external influences that make a person who they are and that dictate
their responses to their environment, as well as understand that active participation in the
direction of our lives is essential for our development (Brienes, 1987; Kramer & Hinojosa,
2010). Both pragmatists and occupational therapists are interested in gaining understanding of
real-life circumstances in order to make a positive impact on the lives of others. An
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understanding of what personal values and goals are important to each human is integral to both
the frameworks that guide pragmatism and occupational therapy.
A primary role of occupational therapists is to help individuals maximize independence
with daily life activities by determining the child’s zone of proximal development during
assessment and planning of effective treatment strategies (Lyons (1984). Occupational therapists
use Vygotsky’s (1978) zone of proximal development to work with children and individuals
during the process of evaluating and discovering what supports are needed to facilitate emerging
cognitive capacities such as attention, perception, and problem solving that are necessary to
perform desired tasks (Lyons, 1984). Because the interviews included both the brain injury
survivor and their primary caregivers, the researcher was able to explore the interpersonal
relationships within each individual, as well as the intrapersonal relationships between the
primary caregivers and their children in order to form conclusions regarding factors that fostered
resilience. These interpersonal and intrapersonal relationships changed after the brain injury.
The individual who sustained the traumatic brain injury has an altered self-perception and has to
overcome the challenges that arise. The primary caregiver has to rectify the fact that their child
who was previously independent with the majority of daily living tasks now requires more of
their physical and emotional support than before. In addition, the dynamic between the child
with the brain injury and his or her primary caregiver is altered, and both individuals have to
redefine their relationship. This in-depth, holistic understanding of the participants in each case
provide community supports and medical practitioners with information regarding how to
promote occupational performance that will hopefully improve quality of life in individuals.
The lenses of pragmatism and occupational therapy helped the researcher recognize
emerging themes that related to factors that enabled the individuals and primary caregivers to

99

bridge the gap between initial feelings of frustration, hopelessness, isolation, and depression to
current state of acceptance, hope, and improved overall quality of life. Many of the mothers
provided the needed support for their children with brain injury, but also tried to foster
independence and autonomy as much as possible. This is integral to Vygotsky’s concept of the
zone of proximal development where an individual has a learning objective or a goal and the role
of the adult is to provide just the right amount of support needed for success. Participants with
brain injury were able to return to school and complete tasks needed to succeed when provided
with accommodations and supports as needed. Also, the survivors from all five cases were able
to find new interests and trajectories to continue moving forward with their lives despite dealing
with the symptoms from their brain injuries.
Connections to the Literature Regarding Factors that Fostered Resilience
Themes and concepts that emerged from this research study are in line with concepts
from previous literature regarding traumatic brain injury and resilience. Consistent with the
literature, this research found that families often do not have the tools and resources to support
their family member due to the sudden nature of traumatic brain injury (Segev et al., 2018).
Despite the lack of education and community resources, the presence of resiliency was found to
be an important predictor of the ability of individuals and their families to cope with the
cognitive, behavioral, and emotional changes after traumatic brain injury (Adams & Dahdah,
2016). Resilience is especially important as individuals and their caregivers are attempting to
navigate support system to have their unique needs met after the brain injury (Boles, 2013).
Resilience was found to be essential for recovery from deficits after traumatic brain injury
because it facilitated and supported adaptation when the participants were coping with significant
adversity (Walsh, 2003). Resilience was strengthened through support from others by the
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building and maintaining of relationships, optimism, and being proactive and motivate to do
what is necessary to achieve goals. Many of the personal and situational characteristics that have
been found to promote resiliency were present in the lives of the individuals and their primary
caregivers who participated in the interviews. Pre-injury education level and intelligence,
supportive relationships, and being proactive and motivated were all factors that were found to
foster resiliency in the participants of this multiple case study.
Pre-injury education level and intelligence. Individuals with higher intelligence prior
to injury exhibit less long-term cognitive deficits in recovery possibly because they possess more
resources and higher cognitive reserve that increase their ability to cope with the trauma induced
by the brain injury (Holland & Schmidt, 2015; Horwitz & Horwitz, 2013). All of the young
people in this study have higher intelligence and were high achievers academically. This higher
cognition enabled them to demonstrate better problem solving and executive functioning skills
for better outcomes because these skills contributed to their resiliency (Jordan & Salorio, 2015).
Supportive relationships. Access to resources in the community and friendships and a
strong family support network prior to and after brain injury can provide the groundwork for
resilience because they serve as protection against memory, adaptive functioning, and
psychosocial consequences of brain injury in young people (Adams & Dahdah, 2016; Byard et
al., 2011; Ryan et al., 2013, 2016). Consistent with the literature, the predominant needs of
individuals with traumatic brain injury and their primary caregivers after traumatic brain injury
included patience, understanding, and support from friends, family, and the medical and school
community (Adams and Dahdah, 2016). The participants lived in homes that were financially
stable overall. This enabled the parents to focus on their child’s needs in order to maintain the
positive relationships needed to facilitate processing of emotions. A positive, nurturing family
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environment with supportive caregivers was crucial for the participants’ positive outcomes after
their brain injuries (Haarbauer-Krupa, 2012). The children communicated both verbally and
non-verbally that they were able to depend on their caregiver to provide emotional and physical
support. The primary caregivers and their children presented with close, authentic relationships
during conversations and interactions that took place during the interview. As a result, the
survivors have had less cognitive and behavioral issues as they have been exposed to stressors
both regarding completing of school activities since their brain injuries.
Understanding from outsider support systems regarding the individual, family, and social
dynamics that are unique to brain injury was especially important in cases where the individual
did not have physical deficits. Because several of the participants’ limitations were invisible,
they could be more likely to be attributed to their personality or motivation as opposed to the
brain injury (Iorio et al., 2017). Four of the five participants with brain injury did not have
lasting physical deficits. Their issues were all invisible to outsiders who did not see them
attempting to function daily at home, school, and in the community. The most reported needs
after brain injury are support for the cognitive deficits that are not able to be seen (Hernandez et
al., 2016). This support is crucial for individuals and their caregivers dealing with traumatic
brain injury (Adams & Dahdah, 2016; Cronin, 2014; Godwin et al., 2015; and Ryan et al., 2016).
As found in previous literature, participants from each of the cases communicated the importance
of support from family and friends when discussing what was the most beneficial for helping
them persevere through challenges related to brain injury.
Proactive and motivated. The participants in each of the cases demonstrated
characteristics that exhibited an ability to be forward thinking and driven toward their goals.
Prior to and after their brain insults, these individuals possessed qualities of individuals who are
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motivated to succeed academically. Self-concept, self-regulated, and academic achievement are
all positively correlated (Saki & Nadari, 2018). In addition, Paul, Sriram, Subalukshmi, and
Mala (2015) argue that there is a significant relationship between intrinsic academic motivation
and resilience. Resilient individuals are more likely to possess the coping skills that enable them
to “convert stressors into opportunities for learning and development” (Paul et al., p. 107). Lack
of motivation can be detrimental to the recovery that is essential for functional participation in
social and leisure activities, in addition to returning to independent living, work, and/or school
environments (Oddy et al., 2008). Several of the participants expressed experiencing feelings of
hopelessness and helplessness that led to depression, but they were able to use the positive
coping fueled by their resilience to overcome these feelings to pick themselves up and move
forward. With the combination of internal motivation, positive self-concept, and caregivers who
provided the right amount of nurturing and support, the participants were able to recoup many of
their skills for improved quality of life. Participants demonstrated a positive self-concept that
facilitated the belief that they were in control of their lives. All of the high school participants
who had sustained brain injury expressed their desire to return to school to either complete their
requirements for graduation. Even though the nursing student did not return to nursing school,
she did continue her education to achieve a certification in a medical field. This view that they
were able to accomplish goals also enabled them to find alternative interests that were motivating
to them. Participants were able to redefine themselves in a way that was meaningful to them
with support and reinforcement from the caregivers.
Discussion
Using the information gathered during the document analysis to guide the thematic
analysis of interviews, each of the cases was reviewed as an independent, discrete unit. Then,
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themes and concepts were analyzed across the five cases. There were several themes and
concepts that emerged across the five cases, as well as characteristics that made each case
unique. Factors that fostered resilience in each of the five cases were empathy, laughter, highachieving and resourceful, and authentic relationships between caregiver and child. Support
from friends was also important for facilitating coping skills important for resilience. The
mothers in each of the cases advocated for their children when trying to navigate the medical and
school communities.
The mothers in each of the cases were available to provide support to their children when
needed, but also tried to take a back seat and encourage their children to be independent as much
as possible. Even with this, the young participants in each of the cases expressed the desire for
more autonomy during the interviews. Most likely, the character traits that helped each of these
participants become high achievers are the same characteristics that fueled their independence.
Spirituality was an important factor for the participants in Panera case, the Dairy Queen case,
and the Crosstown Concourse case. The individuals in each of these cases attribute their
relationship with God as a source of strength that helped them overcome challenges. Rebecca
from the Panera case relied on her youth director from church and believed that praying and
reading her Bible were factors that contributed to her ability to cope after her brain injuries.
Donna from the Dairy Queen case sustained the most severe brain injury and has experienced the
most lasting physical and cognitive symptoms. Despite having serious symptoms that are longlasting, Donna and her mother maintain a positive attitude and express gratitude for Donna’s
recovery. Robert from the Crosstown case also discussed how his spirituality enabled him to
overcome his problems with depression in order to cope with the symptoms from his
concussions.
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Factors that caused delays in the recovery of the participants across cases were lack of
education about what to do and lack of resources and consistency of care. This was consistent
with the results of the content analysis. For example, concepts from the documents reviewed
include concerns regarding increased incidence of concussions in childhood, as well as how to
prevent, recognize, and address concussions in young people. The participants in this study were
all young people who had experience at least one, if not more, brain injuries. The caregivers in
these cases expressed regret that they did not have previous understanding of how to prevent,
recognize, or address the concussions their children experienced. The fact that these concerns
were prevalent in periodicals most accessed in the United States indicates a need for education
for parents, coaches, school administrators, and medical practitioners across the country.
Implications for Practitioners and Other Support Systems
Insight gained from this research could be valuable when designing and implementing
support services for individuals and their families after traumatic brain injury. As stated before,
the content analysis of publications in the media served to situate the experiences of the
individuals and primary caregivers interviewed. The content analysis was instrumental in
identifying current events and trends pertaining to the seriousness of concussion in young people
and the increasing prevalence of this health epidemic. Findings from the content analysis of
documents and thematic analysis of interviews were consistent with the literature regarding
factors that are essential for recovery after traumatic brain injury such as education level and
intellect prior to injury, supportive relationships, and characteristics related to motivation. The
participants in this study functioned at higher cognitive levels and were high achieving at school
prior to their injury. They were motivated and proactive as evidenced by demonstrating the
skills needed to return to school to continue their education. The participants were able to
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overcome adversity and establish new goals for their lives. Supportive, nurturing relationships at
home, church, school, and the medical community contributed to the resilience of both the
primary caregivers and the brain injury survivors. The combination of these factors facilitated
the recovery of the participants in this study. This provided a sense of achievement and success
that will further strengthen the participants’ motivation and positive self-concept to promote the
resilience that leads to success in future endeavors.
In addition, needs were illuminated from this research such as gaps in community resources
and a lack of collaboration and support among medical professionals. The experiences of the
members of each case were consistent with conversations in the media across the United States.
Despite media reports of multi-million dollar lawsuits, this research found a lack of education
and consistency among medical professionals and those involved in athletics programs in the
public school system. Speicher, Walter, and Chard (2014) argue that collaboration between
medical professionals and support systems within structured environments is beneficial for
individual and caregivers after brain injury. Collaborative interventions should be designed to
facilitate learning skills in order to develop healthy habits and skills required to function in
society at work, school, and in the community (Speicher, Walter, & Chard, 2014). There is a
pressing need for family and communication education and support, as well as more
collaboration and consistency among medical professionals to address the unique challenges
survivors and their caregivers face after traumatic brain injury (Adams & Dahdah, 2016; Cronin,
2014; Godwin et al., 2015; and Ryan et al., 2016).
This research serves to guide the practice of occupational therapists working with individuals
and their families after traumatic brain injury. Occupational therapists are uniquely skilled in
working with individuals and their caregivers to address their social-emotional, cognitive, and
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physical needs after traumatic brain injury that can impact activities of daily living at home,
work/school, and in the community. Occupational therapists can use the knowledge gained from
this research to recognize and provide supports that families desperately need to cope with daily
challenges that can occur after brain injury. Occupational therapists can provide education to
caregivers, school personnel, and coaches while collaborating with other medical professionals
to prevent and recognize concussions, understand the seriousness of brain injuries, and maximize
consistency of care across various environments.
Implications for Theory
The practical, reality-based implications of this research study that can be directly applied
in practice are aligned with pragmatism. The theoretical implications of Vygotsky’s zone of
proximal development were apparent in the factors that both promoted and delayed the recovery
process of the traumatic brain injury survivors in these cases. In order for the individuals in each
of the cases to meet their goals of learning necessary skills to achieve independence, they needed
to receive the necessary supports. Supports from friends, empathetic medical professionals, and
school staff were attributed to recovery in all five of the cases. The close, authentic relationships
between the primary caregivers and their children also were instrumental in the recovery process
because the caregivers could better determine the needs of their children. Both the parents and
their children were able to learn from each other. This supportive reciprocal relationship enabled
them to redefine these dynamic relationships as they were navigating through the recovery
process.
The lack of resources and decreased consistency of care among medical professionals
were attributed to making the recovery time longer than it possibly would have been had there
been adequate supports and resources in the Mid-South area. The perceived lack of empathy
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from medical staff was the primary reason the mother in the Dairy Queen case gave for taking
her daughter home early from the hospital against medical advice. The participants in the Panera
case, Crosstown case, Family Home case, and Starbucks case all communicated a lack of
education on how to recognize and deal with concussions negatively impacted their recovery.
Implications for Methodology
Multiple case study was the appropriate methodology to conduct this research because it
allowed the researcher to conduct an in-depth exploration of five cases. The researcher was able
to answer the research questions by identifying themes and concepts that emerged from analysis
of interviews. Each case was examined first as a discrete unit and then a cross-case analysis was
conducted to identify themes that were common across cases. The researcher was able to gain
knowledge regarding the lived experiences of individuals and their primary caregivers in order to
determine what factors foster resilience to maximize learning for independence and improved
quality of life.
Recommendations Based on this Research
The purpose of this pragmatic case study was to gain knowledge of effective strategies
and interventions that can be implemented to increase resilience in individuals and families after
brain injury to improve functional outcomes. Recommendations for caregivers, school
personnel, coaches, and medical practitioners in the Mid-South based on the results of this
research are listed below:


Education for young athletes, coaches, parents, and medical professionals regarding how
to prevent, recognize, and address concussions



Communication and consistency of care across various medical professions



Knowledge of appropriate and allowable accommodations at school and work
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More funds to ensure that athletic trainers are present at all athletic events including
soccer, lacrosse, basketball

Limitations of this Study
One possible limitation to this study is the fact that individuals who sustained traumatic
brain injury were interviewed with their primary caregivers. The researcher attempted to
interview participants separately once rapport was established, but none of the participants
responded to attempts at subsequent interviews. There is a possibility that this could have had an
impact on the information participants were willing to share. With that being said, it appeared to
the researcher that participants were open and forthcoming when sharing their feelings and
experiences surrounding the traumatic brain injury. Another limitation could be that this
research was primarily with young people who had sustained their most recent and severe
concussions within the past year or so. The researcher was able to explore resilience and
recovery short term after the injury, but not whether or not there were long term implications that
had not yet surfaced.
Recommendations for Future Research
Because of the personal nature of this research, the lived experiences of individuals and
their caregivers regarding what fosters resilience after traumatic brain injury were not found in
printed, online mainstream media. A recommendation for future research on this topic or similar
topics would be to include documentaries and visual news stories that are able to capture nuances
such as emotions and nonverbal communication that are not clear in black and white printed
media.
Other future research could include interviews that are conducted separately to compare
the responses to see if there is a difference. A future study could be to contact the participants in
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this study in three to five years to find out what they were able to accomplish as young adults
after high school and if they continued their recovery. Future research could also include an
exploration of why young people continue to play even after they know they are experiencing
symptoms of a concussion, and what can be done to address this phenomenon. The young
people interviewed for this study who received concussions from sports all made statements
regarding continuing to play even when they felt dizzy and like they were about to pass out. It
would be interesting to provide education to young people who are currently playing sports and
possibly even their parents to see if there is a difference in the recognition of concussion
symptoms in addition to how to handle concussion after it occurs.
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Appendix A
Script for Phone Call
Hi, my name is Lauren Woods. I am a doctoral student in the Educational Psychology program at
University of Memphis. I am also an Occupational Therapist currently working with children and
young adults in the school system. I also previously worked with young people who had
traumatic brain injury at HealthSouth Rehabilitation Hospital.
I am interested in gaining a deeper understanding of the experiences of young people and their
families/caregivers after traumatic brain injury. I hope this knowledge will improve services and
support systems provided so that you and your loved one a better quality of life.
If you would be available for an hour long interview, I would sincerely appreciate it. If you’re
interested, I can send you a copy of the questions that will guide the interview. You and your
child only have to answer questions that you are comfortable answering, and you will be given
the opportunity to ask me questions as well.

If interested, where would you like me to send you the interview questions and forms for you to
provide consent and for your child to provide assent to participation.
After you have had a chance to review the forms and questions, we can discuss time(s) and
place(s) that are convenient for you to participate in the interview.
I appreciate your time and willingness to participate. Thank you and I look forward to hearing
from you soon. Have a good rest of your day.
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Appendix B
Semi-Structured Interview Guide for Individual with TBI
Date:
Time:
Location:
Chosen Pseudonym:

1. As you know, I am interested in learning more about your experiences after brain injury.
Can you briefly tell me how you sustained this injury?
2. Tell me about yourself before your brain injury.
3. Tell me about what your school and social life were before your brain injury.
a. Did you participate in extracurricular activities?
4. Tell me about your experiences in school and social life after your traumatic brain injury.
5. Do you have extended family living nearby?
a. Do you see them often?
b. Do they help you with daily tasks?
6. In what other ways has your life changed since you sustained the brain injury?
a. Describe your relationship with your parents/siblings since the brain injury.
b. What have your needs been after traumatic brain injury?
i. Have those needs been met?
ii. If so, how and through whom?
7. How has your school been about accommodating for your needs since the brain injury?
a. Are you able to keep up with your school work?
b. Do you still participate in extracurricular activities?
8. What is one of the most important things that has gotten you through challenges and has
had the most positive impact on improving your daily life?
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Semi-Structured Interview Guide for Primary Caregiver
Date:
Time:
Location:
Chosen Pseudonym:

1. As you know, I am interested in learning more about your experiences of caring for your
daughter after she sustained her brain injury. Can you briefly tell me how she sustained
this injury?
2. What was your daughter like before her brain injury?
3. Tell me about what your work and social life was before your child sustained the brain
injury.
4. Tell me about your experiences in caring for your daughter after her traumatic brain
injury.
5. Do you have extended family living nearby?
a. How involved are they in helping with the day-to-day?
6. In what other ways has your life changed since your child sustained the brain injury?
a. What are your relationships with friends since the brain injury?
b. What have your needs been after traumatic brain injury?
i. Have those needs been met?
ii. If so, how and through whom?
7. How has your work been about accommodating for your needs since the brain injury?
8. What is one of the most important things that has gotten you through challenges and has
had the most positive impact on improving your daily life?
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Appendix C
Consent Form
Consent to Participate in a Research Study
An In-depth Picture of the Individual and Family Need for Resilience after Traumatic
Brain Injury
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH?
You are being invited to take part in a research study about Resilience in Individuals and
Family/Caregivers after Traumatic Brain Injury. You are being invited to take part in this
research study because you or your loved one has sustained a traumatic brain injury and have
first-hand experiences that can provide valuable insight to hopefully improve support services
and programs. If you volunteer to take part in this study, you will be one of about 8 families to
do so.
WHO IS DOING THE STUDY?
The person in charge of this study is Lauren Woods of University of Memphis Department of
Educational Psychology. She is being guided in this research by Alison Happel-Parkins Ph.D.
and Denise Winsor Ph.D. There may be other people on the research team assisting at different
times during the study.
WHAT IS THE PURPOSE OF THIS STUDY?
The goal of this research is to gain a deeper understanding of the lived experiences of children
and their caregivers after traumatic brain injury to address gaps in research regarding factors that
impact their lives and to increase knowledge of strategies and interventions that can be
implemented to increase resilience in individuals and families post- traumatic brain injury to
improve functional outcomes, quality of life, and overall independence with daily living skills.
ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS STUDY?
You should not take part in this study if your child has not sustained a traumatic brain injury, or
if he or she is so medically fragile he or she is unable to participate.
WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT
LAST?
The research procedures will be conducted at the location of your choosing. We will need to
meet one time during the study. The visit will take about an hour.
WHAT WILL YOU BE ASKED TO DO?
You will be asked to participate in an audio recorded semi-structured interview to answer
questions regarding your experiences after traumatic brain injury. You will be provided with an
interview guide prior to the interview to review and think about in advance.
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?
To the best of our knowledge, the things you will be doing have no more risk of harm than you
would experience in everyday life. You may find some questions we ask you to be upsetting or
stressful. If so, we can tell you about some people who may be able to help you with these
feelings.
In addition to the risks listed above, you may experience a previously unknown risk or side
effect.
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WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY?
There is no guarantee that you will get any benefit from taking part in this study. However,
some people have experienced improved insight and feelings of well-being when given the
opportunity to share their experiences for the benefit of others. Your willingness to take part,
however, may, in the future, help society as a whole better understand this research topic.
DO YOU HAVE TO TAKE PART IN THE STUDY?
If you decide to take part in the study, it should be because you really want to volunteer. You
will not lose any benefits or rights you would normally have if you choose not to volunteer. You
can stop at any time during the study and still keep the benefits and rights you had before
volunteering. If you decide not to take part in this study, your decision will have no effect on the
quality of care, services, etc., you receive).
IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER
CHOICES?
If you do not want to be in the study, there are no other choices except not to take part in the
study.
WHAT WILL IT COST YOU TO PARTICIPATE?
There are no costs associated with taking part in the study.
WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY?
You will not receive any rewards or payment for taking part in the study.
WHO WILL SEE THE INFORMATION THAT YOU GIVE?
We will make every effort to keep private all research records that identify you to the extent
allowed by law.
Your information will be combined with information from other participants taking part in the
study. When we write about the study to share it with other researchers, we will write about the
combined information we have gathered. You will not be personally identified in these written
materials. We may publish the results of this study; however, we will keep your name and other
identifying information private.
We will make every effort to prevent anyone who is not on the research team from knowing that
you gave us information, or what that information is. Interview transcriptions will be stored on
UM Drive for two years and will be password protected.
We will keep private all research records that identify you to the extent allowed by
law. However, there are some circumstances in which we may have to show your information to
other people. For example, the law may require us to show your child’s information to a court
[IF APPLICABLE: or to tell authorities if your child report information about abuse or if you
pose a danger to yourself or someone else. Also, we may be required to show information which
identifies you to people who need to be sure we have done the research correctly; these would be
people from such organizations as the University of Memphis.
CAN YOUR TAKING PART IN THE STUDY END EARLY?
If you decide to take part in the study you still have the right to decide at any time that you no
longer want to continue. You will not be treated differently if you decide to stop taking part in
the study.
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The individuals conducting the study may need to withdraw you from the study. This may occur
if you are not able to follow the directions they give you, if they find that your being in the study
is more risk than benefit to you, or if the agency funding the study decides to stop the study early
for a variety of scientific reasons.
ARE YOU PARTICIPATING OR CAN YOU PARTICIPATE IN ANOTHER
RESEARCH STUDY AT THE SAME TIME AS PARTICIPATING IN THIS ONE?
You may/may not (please indicate choice) take part in this study if you are currently involved in
another research study. It is important to let the investigator/your doctor know if you are in
another research study. You should also discuss with the investigator before you agree to
participate in another research study while you are enrolled in this study.
WHAT HAPPENS IF YOU GET HURT OR SICK DURING THE STUDY?

If you believe you are hurt or if you get sick because of something that is due to the study, you
should call Lauren Woods at (901) 268-0105 immediately.
It is important for you to understand that the University of Memphis does not have funds set
aside to pay for the cost of any care or treatment that might be necessary because you get hurt or
sick while taking part in this study. Also, the University of Memphis will not pay for any wages
you may lose if you are harmed by this study.
Medical costs that result from research related harm cannot be included as regular medical costs.
Therefore, the medical costs related to your care and treatment because of research related harm
will be your responsibility.
You do not give up your legal rights by signing this form.
WHAT IF YOU HAVE QUESTIONS, SUGGESTIONS, CONCERNS, OR
COMPLAINTS?
Before you decide whether to accept this invitation to take part in the study, please ask any
questions that might come to mind now. Later, if you have questions, suggestions, concerns, or
complaints about the study, you can contact the investigator, Lauren Woods at (901) 268-0105.
In addition, you can contact Denise Winsor, Ph.D. Associate Professor Program Coordinator,
Educational Psychology & Research dwinsor@memphis.edu 702-290-8240 and/or Alison
Happel-Parkins Assistant Professor (901) 678-2897 or email. aahappel@memphis.edu.
If you have any questions about your rights as a volunteer in this research, contact the
Institutional Review Board staff at the University of Memphis at 901-678-2705. We will give
you a signed copy of this consent form to take with you.

_________________________________________
Signature of person agreeing to take part in the study
_________________________________________
Printed name of person agreeing to take part in the study
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____________
Date

_________________________________________
Name of [authorized] person obtaining informed consent
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____________
Date

Appendix D
Assent Form
ASSENT FORM
An In-depth Picture of the Individual and Family Need for Resilience after Traumatic
Brain Injury
You are invited to be in a research study being done by Lauren Woods from the University of
Memphis. You are invited because you have sustained a traumatic brain injury and have firsthand experiences that can provide valuable insight to hopefully improve support services and
programs.
If you agree to be in the study, you will be asked to participate in an audio recorded interview to
answer questions regarding your experiences after traumatic brain injury. You will be provided
with an interview guide prior to the interview to review and think about in advance.
There is no payment for participation in this study.
Your family will know that you are in the study. If anyone else is given information about you,
they will not know your name. A number or initials will be used instead of your name.
If something makes you feel bad while you are in the study, please tell Lauren Woods. If you
decide at any time you do not want to finish the study, you may stop whenever you want.

You can ask Lauren Woods questions any time about anything in this study. You can also ask
your parent any questions you might have about this study.
Signing this paper means that you have read this or had it read to you, and that you want to be in
the study. If you do not want to be in the study, do not sign the paper. Being in the study is up
to you, and no one will be mad if you do not sign this paper or even if you change your mind
later. You agree that you have been told about this study and why it is being done and what to
do.

___
Signature of Person Agreeing to be in the Study
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Date Signed

Appendix E
Parental Consent
Parental Permission for Your Child to Participate in a Research Study
An In-depth Picture of the Individual and Family Need for Resilience after
Traumatic Brain Injury
WHY IS YOUR CHILD BEING INVITED TO TAKE PART IN THIS RESEARCH?
Your child is being invited to take part in a research study about Resilience in Individuals and
Family/Caregivers after Traumatic Brain Injury. Your child is being invited to take part in this
research study because he/she has sustained a traumatic brain injury and has first-hand
experience that can provide valuable insight to hopefully improve support services and
programs. If your child takes part in this study, your child will be one of about 3-4 children to do
so.
WHO IS DOING THE STUDY?
The person in charge of this study is Lauren Woods of University of Memphis Department of
Educational Psychology. She is being guided in this research by Alison Happel-Parkins Ph.D.
and Denise Winsor Ph.D. There may be other people on the research team assisting at different
times during the study.
WHAT IS THE PURPOSE OF THIS STUDY?
The goal of this research is to gain a deeper understanding of the lived experiences of children
and their caregivers after traumatic brain injury to address gaps in research regarding factors that
impact their lives and to increase knowledge of strategies and interventions that can be
implemented to increase resilience in individuals and families post- traumatic brain injury to
improve functional outcomes, quality of life, and overall independence with daily living skills.
ARE THERE REASONS WHY YOUR CHILD SHOULD NOT TAKE PART IN THIS
STUDY?
You should not take part in this study if your child has not sustained a traumatic brain injury, or
if he or she is so medically fragile he or she is unable to participate.
WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT
LAST?
The research procedures will be conducted at the location of your choosing. We will need to
meet one time during the study. The visit will take about an hour.
WHAT WILL YOUR CHILD BE ASKED TO DO?
Your child will be asked to participate in an audio recorded semi-structured interview to answer
questions regarding your experiences after traumatic brain injury. You will be provided with an
interview guide prior to the interview to review and think about in advance.
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?
To the best of our knowledge, the things you will be doing have no more risk of harm than you
would experience in everyday life. You may find some questions we ask you to be upsetting or
stressful. If so, we can tell you about some people who may be able to help you with these
feelings.
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In addition to the risks listed above, you may experience a previously unknown risk or side
effect.
WILL YOUR CHILD BENEFIT FROM TAKING PART IN THIS STUDY?
There is no guarantee that your child will get any benefit from taking part in this study.
However, some people have experienced improved insight and feelings of well-being when
given the opportunity to share their experiences for the benefit of others. Your child’s
willingness to take part, however, may, in the future, help society as a whole better understand
this research topic.
DOES YOUR CHILD HAVE TO TAKE PART IN THE STUDY?
If you decide to allow your child take part in the study, it should be because your child really
wants to volunteer. Your child will not lose any benefits or rights your child would normally
have if your child chooses not to volunteer. Your child can stop at any time during the study and
still keep the benefits and rights your child had before volunteering. If you or your child decides
not to take part in this study, your child’s decision will have no effect on the quality of care,
services, etc., your child receives).
IF YOUR CHILD DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE
OTHER CHOICES?
If your child does not want to be in the study, there are no other choices except not to take part in
the study.
WHAT WILL IT COST YOU FOR YOUR CHILD TO PARTICIPATE?
There are no costs associated with taking part in the study.
WILL YOUR CHILD RECEIVE ANY REWARDS FOR TAKING PART IN THIS
STUDY?
Your child will not receive any rewards or payment for taking part in the study.
WHO WILL SEE THE INFORMATION THAT YOUR CHILD PROVIDES?
We will make every effort to keep private all research records that identify you to the extent
allowed by law.
Your child’s information will be combined with information from other children taking part in
the study. When we write about the study to share it with other researchers, we will write about
the combined information we have gathered. Your child will not be personally identified in these
written materials. We may publish the results of this study; however, we will keep your child’s
name and other identifying information private
We will make every effort to prevent anyone who is not on the research team from knowing that
you gave us information, or what that information is. Interview transcriptions will be stored on
UM Drive for two years and will be password protected.
We will keep private all research records that identify your child to the extent allowed by
law. However, there are some circumstances in which we may have to show your child’s
information to other people. For example, the law may require us to show your child’s
information to a court [IF APPLICABLE: or to tell authorities if your child report information
about a child being abused or if your child pose a danger to your child or someone else. Also,
we may be required to show information which identifies your child to people who need to be
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sure we have done the research correctly; these would be people from such organizations as the
University of Memphis.
CAN YOUR CHILD’S TAKING PART IN THE STUDY END EARLY?
If your child decides to take part in the study your child still have the right to decide at any time
that your child no longer want to continue. Your child will not be treated differently if your
child decides to stop taking part in the study.
The individuals conducting the study may need to withdraw your child from the study. This may
occur if your child are not able to follow the directions they give your child, if they find that your
child’s being in the study is more risk than benefit to your child, or if the agency funding the
study decides to stop the study early for a variety of scientific reasons.

WHAT HAPPENS IF YOUR CHILD GET HURT OR SICK DURING THE STUDY?
If you believe your child is hurt or gets sick because of something that is due to the study, you
should call Lauren Woods at (901) 268-0105 immediately.
It is important for you to understand that the University of Memphis does not have funds set
aside to pay for the cost of any care or treatment that might be necessary because your child gets
hurt or sick while taking part in this study. Also, the University of Memphis will not pay for any
wages you may lose if you are harmed by this study.
Medical costs that result from research related harm cannot be included as regular medical costs.
Therefore, the medical costs related to your care and treatment because of research related harm
will be your responsibility.
You do not give up your legal rights by signing this form.
WHAT IF YOU OR YOUR CHILD HAVE QUESTIONS, SUGGESTIONS, CONCERNS,
OR COMPLAINTS?

Before you decide whether to accept this invitation to take part in the study, please ask any
questions that might come to mind now. Later, if you have questions, suggestions, concerns, or
complaints about the study, you can contact the investigator, Lauren Woods at (901) 268-0105.
In addition, you can contact Denise Winsor, Ph.D. Associate Professor Program Coordinator,
Educational Psychology & Research dwinsor@memphis.edu 702-290-8240 and/or Alison
Happel-Parkins Assistant Professor (901) 678-2897 or email. aahappel@memphis.edu.
If you have any questions about your rights as a volunteer in this research, contact the
Institutional Review Board staff at the University of Memphis at 901-678-2705. We will give
you a signed copy of this consent form to take with you.

_________________________________________
Signature of person agreeing to take part in the study
_________________________________________
135

____________
Date

Printed name of person agreeing to take part in the study
_________________________________________
Name of [authorized] person obtaining informed consent
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IRB Approval
Institutional Review Board
Division of Research and Innovation
Office of Research Compliance
University of Memphis
315 Admin Bldg
Memphis, TN 38152-3370
May 10, 2019
PI Name: Lauren Woods
Co-Investigators:
Advisor and/or Co-PI: Denise Winsor, Alison Happel-Parkins
Submission Type: Modification
Title: An In-depth Picture of the Individual and Family Need for Resilience after
Traumatic Brain Injury
IRB ID : #PRO-FY2018-616
Level of Review: Expedited
Approval: May 10, 2019
Expiration: --*
The University of Memphis Institutional Review Board, FWA00006815, has reviewed
your submission in accordance with all applicable statuses and regulations as well as
ethical principles.
The modification is approved.
Approval of this project is given with the following obligations:
1. This IRB approval for modification has an expiration date, an approved renewal must be
in effect to continue the project prior to that date. If approval is not obtained, the human
subjects consent form(s) and recruiting material(s) are no longer valid and any research
activities involving human subjects must stop.
2. When the project is finished a completion form must be submitted.
3. No change may be made in the approved protocol without prior board approval.
*Modifications do not extend the expiration of the original approval
Thank you,
James P. Whelan, Ph.D.
Institutional Review Board Chair
The University of Memphis
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